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MICTINE’.. 7 


New, Effective, 
Non-Mercurial 
Oral Diuretic 


STRUCTURE 

Mictine, brand of aminometramide, is I-allyl- 
3-ethyl-6-aminotetrahydropyrimidinedione. 
Mictine—result of years of research—is not 
a mercurial, xanthine or sulfonamide agent. 


ACTION AND EFFECTIVENESS 
Mictine inhibits reabsorption of sodium ions 
by the renal tubule. In therapeutic dosage it 
has not caused any effect on glomerular fil- 
tration rate, renal plasma flow, cardiac out- 
put, heart rate or blood pressure. 
Approximately 70 per cent of unselected 
edematous patients respond to Mictine. 


TOLERANCE 

Mictine is without serious toxic effects as 
used. It has not produced any alteration in 
the blood or blood-forming organs or in renal 
or hepatic function. At times headache or 
gastrointestinal symptoms (anorexia or 
nausea but rarely vomiting or diarrhea) have 
occurred, however, these effects may be re- 
duced to a minimum by giving Mictine on 
an interrupted dosage schedule. 


ADMINISTRATION 

Mictine is useful primarily in the maintenance 
of an edema-free state and in the initial and 
continuing control of patients in mild con- 
gestive failure. In such patients, dosage is 
one to four tablets daily with meals, in di- 
vided doses on an interrupted schedule. An 
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interrupted dosage schedule may be accom- 
plished by giving the drug on alternate days; 
or by its administration for three consecutive 
days and its omission for four consecutive 
days. 

Mictine also may be used for initial diuresis 
in more severe congestive states, particularly 
when mercurial diuretics are contraindicated. 
In these more severe congestive states, dos- 
age is four to six tablets daily with meals, in 
divided doses on an interrupted schedule 
similar to those mentioned above. 


SUPPLIED 
Uncoated tablets of 200 mg. in bottles of 100. 


*Trademark of G. D. Searle & Co, 
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T HOSE of you here this afternoon can testify 
to the fact that loss of blood from the gastro- 
intestinal tract still constitutes an emergency in 
the minds of the patient, the family, as well as 
ihe physician. It should be remembered, how- 
ever, that as little as 80 to 100 cc. of blood 
placed in the gastrointestinal tract is capable of 
producing a black tarry stool. Taking this as 
the minimum, it remains quite difficult to ac- 


tually estimate the total amount of blood loss. 


other than evalpating the physical findings and 
taking the patient’s story of how much he 
vomited. 

In dealing with the problem of upper gastro- 
intestinal hemorrhage, two things should in- 
variably be established at an early date. First, 
a careful estimate should be made as to the ap- 
proximate amount of blood loss. If the hem- 
orrhage has manifested itself only by melena 
this is practically impossible other than by evalu- 
ating the patient’s physical status. If there has 
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from the Upper Gastrointestinal Tract 


HEMORRHAGE 


been hematemesis then we can make some rough 
estimate, but as one would anticipate, the amount 
is usually exaggerated by the patient. The sec- 
ond major problem is to make a quick deduction 
as to the source of the hemorrhage. 

The severity of the hemorrhage can be esti- 
mated in a large measure by the physician’s own 
ability, including his five senses. Patients losing 
only a small amount of blood may not demon- 
strate any alteration in their appearance or in 
their physical findings. However, there is the 
profound case whose physical findings reveal 
the features described by Fisher’ in 1870 “con- 
sisting of a pale marble appearance to the skin, 
bluish tinge to the lips, large drops of sweat 
on the forehead and the whole body feels cold. 
His sensibility is much blunted. The pulse of 
these people may be almost imperceptible and 
very rapid. The arteries are small and tension 
very low. The patient is conscious, but replies 
slowly and only when repeatedly and importune- 
ly questioned”. 

In making a quick evaluation of the source of 
hemorrhage one, of course, of necessity must 
obtain complete studies for a differential diag- 
nosis of all lesions affecting the esophagus, stom- 
ach, duodenum, and even the upper portion of 
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the small bowel. It should be kept in mind, 
however, that gastroduodenal ulceration prob- 
ably constitutes seventy to seventy-five per cent 
of all upper gastroitestinal hemorrhages. The 
next potential source is esophageal varices, fol- 
lowing this gastritis, and then a miscellaneous 
group, including gastric carcinoma, leiomyoma, 
and through the list of unusual lesions. Finally, 
there is the significant group of so-called “source 
unknown”. In some reports this constitutes as 
high as twenty-five per cent of the entire group. 
If pursued, many of these cases are found to be 
shallow superficial ulcerations and, as all of 
you well know, in some cases no lesion is ever 
detected either at postmortem examination or 
on the operating table. 


When faced with a patient bleeding from a 
gastroduodenal ulcer, this individual will usu- 
ally give a fairly typical history of symptoms 
going back for some period of time. However, 
in the neighborhood of sixteen per cent of all 


ulcer patients will have a hemorrhage as their 


initial manifestation of the disease. The patient 
with esophageal varices will usually give an al- 
coholic history, or he may show a mild degree 
of jaundice from some other type of cirrhosis. 
‘The patient with gastritis constitutes part of a 
significant group and some figures quote this 
group as high as eighteen per gent of all in- 
dividuals having upper gastrointestinal tract 
hemorrhage. To me this group has been particu- 
larly intriguing, since I have seen superficial 
erosions superimposed upon the hypertrophic 
gastritis. At the operating table I have seen the 
stomach opened in search for the source of 
hemorrhage, to find that the entire gastric 
mucosa was oozing blood, similar to what may 
be seen in patients with chronic ulcerative colitis. 
The miscellaneous group of individuals with 
varying types of lesions, such as gastric car- 
cinoma, may give a history suggesting such a 
possibility. A more benign lesion, such as a 
polyp, fibroma, leiomyoma, may not give any 
pre-existing history. Patients with acute ulcer, 
acute erosion, or shallow ulcer, frequently do 
not give any preceding history and the detec- 
tion of such a lesion is not common until it 
is either seen through the gastroscope or found by 
the surgeon, such as is mentioned by Cooper and 
Ferguson’. 


ESTABLISHING THE DIAGNOSIS 

It is imperative to make every effort to es- 
tablish the diagnosis at the beginning, in order 
to arrive at the proper course of therapy and 
to make the decision as to whether this should 
be medical or surgical. The customary complete 
blood count will assist in revealing the possibility 
of a blood dyscrasia and a hematocrit will, of 
course, give some estimation as to the severity of 
the hemorrhage. The standard urinalysis may 
reveal the presence of albumin and casts and 
suggest the possibility of uremia. The Hampton 
x-ray technique, as further elaborated upon by 
Schatzki*, whereby the patient has a fluoroscopic 
examination of the upper digestive tract within 
twenty-four to forty-eight hours without manipu- 
lation, is of inestimable value. Although this 
examination may not finally establish the diag- 
nosis, there is a good probability that in seventy 
per cent of the cases the source of the hemorrhage 
will be detected by this means. Gastroscopic ex- 
aminations have been performed by ourselves 
and by others within the first twenty-four to 
forty-eight hours without harm to the patient 
and this procedure sometimes makes it possible 
to detect early acute ulcer and sometimes erosion. 
The severity of the hemorrhage is the deciding 
factor as to whether or not this procedure can 
be done with comparative safety to the patient. 
Bedside esophagoscopy has been proposed and 
may be of value, particularly where varices are 
suspected. 

Other laboratory procedures that can be done 
without discomfort to the patient consist of a 
non-protein-nitrogen, which gives an estimation 
of any renal pathology and also extrarenal 
azotemia, a bromsulphathalein liver function test, 
which is of distinct value in the differential 
diagnosis, since retention will suggest the pos- 
sibility of liver disease. Approximately sixteen 
per cent of cirrhotic patients may in addition 
have a duodenal ulcer. 


GASTRODUODENAL ULCER 

I should like to discuss the major group con- 
sisting of seventy to seventy-five per cent of 
patients who bleed from a gastroduodenal ulcer. 
There are various figures which indicate that on 
the average twenty-five per cent of all ulcer pa- 
tients will bleed. Actually, the longer the ulcer 
history, the higher is the incidence of hemor- 
rhage and an individual with peptic ulcer of 
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forty years’ duration has an approximate ninety 
per cent chance* of having a hemmorrhage. 

There are a few statistical items of interest 
‘n connection with hemorrhage, such as the fact 
that duodenal ulcer bleeding is more common 
‘han gastric ulcer bleeding. The mortality, how- 
ver, is higher from gastric ulcer than from du- 
odenal ulcer bleeding, the ratio being nineteen 
ver cent in gastric ulcer versus eight per cent 
duodenal ulcer*. Recurrent bleeding from an 
ilcer, particularly after admission to the hospital 
nd while the patient is under medical treat- 
nent, is significantly ominous, since the mor- 
‘ality in individuals with recurrent bleeding may 
be as high as twenty per cent. If we concern 
ourselves with mortality by age distribution, we 
have the figures of Jones*, as follows: 


Under 30 2.5 per cent 
30 - 39 1.2 per cent 
40 - 49 4.1 per cent 
50 - 59 5.5 per cent 
60 - 69 12.5 per cent 
70 and over 21.3 per cent 


Although many people speak of the break as 
occurring over the age of forty-five, these figures 
make the significant statistical change at the 
age of sixty, rather than below. 

Individuals with melena do not carry as great 
a mortality as those with hematemesis. A recent 
report by Crohn® indicates four per cent versus 
twenty per cent in a series of 2800 cases of 
severe bleeding. From the literature in the 
presence of all averages the mortality was 10.3 
per cent. The figures from our own clinic in 180 
cases of severe, hemorrhage showed a mortality 
ot 12.9 per cent. 

TREATMENT OF GASTRODUODENAL 
HEMORRHAGE 

I am in complete agreement with Crohn® 
when he states that mild or moderate hemorrhage 
requires simple treatment and is accomplished 
by almost no direct mortality. There has been 
general agreement to concentrate attention and 
statistics on severe massive exsanguinating 
hemorrhage. Severe hemorrhage constitutes less 
than one-third of the cases in the entire group 
and consists of those in whom the red blood cell 
count is 3,000,000 or less, the hemoglobin 
7.5 gms./100 ce., and the hematocrit 25 or less. 
For years a controversy has existed regarding 
the use of morphine, blood transfusions, early 
feeding, and surgery in the management of pa- 
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tients with severe hemorrhage. ‘There is, however, 
general agreement that initially the patient 
should be hospitalized and placed at bed rest. 

Morphine — My preference in sedation is for 
sodium phenobarbital, 0.1 gram, hypodermically. 
This may be repeated as often as every six hours. 
I am opposed to the use of morphine unless it 
is combined with atropine, inasmuch as phar- 
macologically morphine alone is spasmogenic to 
smooth muscles. It decreases respiration, there- 
by promoting anoxia, and in some instances 
it stimulates reversed peristalsis and vomiting. 

Early Feeding — Prompt feeding is a highly 
desirable form of treatment. It is particularly 
advantageous since it prevents dehydration. It 
furnishes nutrition which is, likewise, reassuring 
to the patient. It diminishes peristalsis and 
serves as a neutralizing agent to acid. This 
program, re-emphasized by Meulengracht in 
19357, is quite simple. I should like to quote 
the diet outlined by Dr. Meulengracht, as fol- 
lows: 


6 am. — ‘Tea, white bread, and butter. 

9 am. — Oatmeal with milk, white bread, 
and butter. 

1 p.m. — Dinner. 

3 p.m. — Cocoa. 


6 p.m. — White bread, butter, sliced meats, 
cheese and tea. 

Alkalis and non-absorbable alkalis are advisable 
and almost any of them are suitable. Antisecre- 
tory agents, including atropine, are, likewise, 
desirable and should be administered. I include 
either atropine, tincture of belladonna, or many 
of the more recently introduced anticholinergic 
drugs. 

Transfusion — Transfusion continues to be a 
controversial issue. It is interesting to note that 
the feeding regimen of Meulengracht was in- 
troduced in 1935 and the slow-drip blood trans- 
fusion technique was, likewise, introduced in 
1935 by Marriott and Kekwich*. Since the in- 
troduction of these two methods of therapy, 
medical management of upper gastrointestinal 
hemorrhage has improved, but almost no evi- 
dence is available in the literature as to which 
one of these items has influenced the decrease 
in mortality. Meulengracht in his original ar- 
ticle states that “the patients are allowed to eat 
as much as they want”. In a few cases (12 out 
of 286) where large quantities of blood have 
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been lost, they have been given one or two blood 
transfusions soon after admission to the hospital. 
{His statement to me was that he gives 250 cc. 
of blood per transfusion). In his 251 cases of 
bleeding from ulcer he had three deaths, that is, 
one per cent mortality. He compared this with 
Christiansen’s’ 7.9 per cent mortality in a simi- 
larly treated group of patients without food 
being utilized. In our own clinic we compared 
59 cases treated by no transfusions for forty- 
eight hours, but with food, with a mortality of 
3.3 per cent to a similarly treated group who had 
food plus transfusions, with a mortality of 24.5 
per cent. The particular feature of transfusions 
which concerns me is the so-called massive, rapid, 
or multiple transfusions that are now proposed 
for the management of upper gastrointestinal 
hemorrhage. I should like to mention a case 
recently reported by Warthin® “who was that of 
a 64-year-old mechanic in shock on arrival from 
hematemesis and melena. However, two liters of 


blood affected normal circulation. Four hours -- 


later bleeding recurred and despite four simul- 
taneous transfusions under pressure blood poured 
from mouth and anus, and death ensued in 
less than an hour”. If my calculations are cor- 
rect, this patient received a total of 4000 cc. of 
blood in a matter of six to eight hours. I raise 
the question as to whether or not it is even 
possible for clotting to occur with such a rapid 
inflow of blood into the general circulation. 
Lipp’® states that a patient who has massive con- 
tinuing hemorrhage with a picture of collapse 
should immediately have multiple transfusions 
in addition to the usual supportive therapy — 
with as much as 2000 ee. of blood being admin- 
istered in an hour, if necessary. 

Almost all authors now reporting on the man- 
agement of upper gastrointestinal hemorrhage 
conclude with the statement, “Now that massive 
transfusions are the accepted form of treatment. 
ee ee ”. However, the literature is almost 
completely devoid of any true comparison of 
cases treated with food and with delayed trans- 
fusions. One other item, admitting that it may 
be minor, but which must be kept in mind in the 
presence of hemotherapy, is the possible pro- 
duction of homologous serum jaundice, trans- 
fusion reaction, and isosensitization. 

PHYSIOLOGICAL MECHANISM OF 
HEMORRHAGE 
The normal blood pressure and blood volume 


for ordinary conditions may not necessarily be 
the normal or most advantageous blood pressure 
or blood volume for the conditions prevailing 
following a major loss of blood. Defensive mech- 
anisms are called into place which we may 
override by massive transfusions. The addition 
of blood to the circulatory system during circu- 
latory rest causes an equal increase in the static 
pressure throughout the system. After large 
transfusions the amount of blood and thereby 
the static pressure of the veins, might become 
too great, causing abnormal distension of the 
right ventricle during diastole. Under other con- 
ditions, such as that following a hematemesis, 
the venous blood volume and static blood volume 
might be so reduced that the right ventricle 
would no longer be filled during diastole. Several 
blood reservoirs exist and these have various 
respective mechanisms for changing their capac- 
ity, but with a change in capacity of one or more 
of these blood reservoirs, the static capacity of 
the whole circulatory system may be altered so 
as to fit itself to the volume of blood present and 
thereby maintain a suitable hydrostatic pressure 
in the central svstem veins. Both the arteries and 
the veins are supplied with circularly arranged 
smooth muscle fiber. By their contraction they 
may diminish the overall capacity of the circu- 
latory system and thereby increase the hydro- 
static pressure of the contained blood. The blood 
vessels are a reservoir, as are the spleen and the 
capillaries. An animal may be bled suddenly 
to the extent of some thirty to forty per cent 
of its calculated blood volume and recover with- 
out assistance. The physiological compensatory 
mechanisms, vaso-constriction and uptake of 
fluid from the tissues are subject to restore the 
blood pressure and blood volume to normal. 
These are some of the few physiological features 
which point to the fact that the human mech- 
anism is capable of major adjustment following 
a hemorrhage, a protective mechanism. 


EMERGENCY SURGERY FOR SEVERE 
GASTRODUODENAL ULCER 

Surgical treatment, to be effective? must be 
undertaken during the first twenty-four to forty- 
eight hours after the onset of hemorrhage. It is 
particularly indicated in patients over sixty years 
of age, where there is evidence of either con- 
tinuous bleeding or recurrence of bleeding, par- 
ticularly while the patient is in the hospital 
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under medical management. There is increasing 
interest in the surgical approach to this disease, 
particularly in unexplained cases and a surgeon 
should be in constant attendance in the manage- 
ment of many of these problems. 
CONCLUSIONS 

1. In bleeding from gastroduodenal ulcers, 
the patient with sclerotic vessels should be 
watched closely. 

2. Morphine should be avoided. 

3. Early feeding should be employed. 

4. Transfusions are valuable, but there is 
reason to believe that the massive rapid trans- 
fusion is not indicated and that following some 
delay small transfusions by the drip technique 
are to be desired. 

5. Emergency surgery in the presence of re- 
current or continuous hemorrhage should be 


given serious consideration. 
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Psychosomatic backache 

Sometimes the examining physician is prone 
to make a diagnosis of psychosomatic backache 
because he is unable to find any pathological 
cause for the backache; and subsequently some 
colleague finds a metastatic carcinoma from the 
prostate or the patient is found to have an ab- 
scess or beginning tuberculosis of the spine. It 
behooves everyone to be careful and use the diag- 
nosis of psychosomatic backache only when all 
possible sources of pathology and etiology have 
been eliminated. Only by being most careful and 
scrupulous about such a diagnosis, is one going 
to avoid unnecessary harm to everyone in the 
treatment of backache. Carl Scuderi, M.D., 
Backache. J. Oklahoma M.A., July 1954. 
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H. A. Grim, M.D., Chicago 


T HE preparation and interpretation of cyto- 

logic smears from the female genital tract has 
made available a most valuable method for early 
cancer detection. A brief review of some of the 
practical aspects of technique and application is 
the purpose of this presentation. The discussion 
will be limited to five considerations: 1) the 


proper preparation of smears; 2) the clinical. 


meaning of cytologic interpretations; 3) the use 
of cytology in practice; 4) the problem of car- 
cinoma in situ of the cervix and 5) confirmatory 
diagnostic methods. 

1. What Precautions Are Necessary For Proper 
Preparation of Smears? The most important 
discovery of Dr. Papanicolaou was not his stain- 
ing technique but his method of: fixation, which 
is the best method yet known for preserving 
cells. It is the responsibility of the clinician tak- 
ing smears to make sure that the specimens are 
adequate and that they are properly fixed. ‘The 
two most common handicaps against which the 
cytologist must work are: inadequate sampling, 
and drying of the smears before fixation. Before 
smears are obtained all materials should be ready 
and at hand. We recommend that two samples 
be obtained: one from the vaginal pool and one 
from the cervical os, by using either a cotton 
tipped swab or an appropriate wooden spatula. 
Adequate material from the cervix should be ob- 
tained from the entire circumference of the cer- 
vical os spreading the material thinly and evenly 
over most of the slide. The slides are immersed 
immediately before drying in the fixative so- 
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lution (equal parts of 95% alcohol and ether). 
The clinician’s method of obtaining the speci- 
men is more important than the staining tech- 
nique of the laboratory. The following check list 
may serve as a guide: 

1. Instruction of patient to avoid douching 

and intercourse for 24 hours. 

2. Avoid vaginal examination before taking 

smears. 

3. Avoid using lubricant in vagina. (may wet 

speculum with water). 

4, Equipment and materials should be pre- 

pared and at hand. 

5. Make smears reasonably abundant but thin 

and covering most of slide. 

6. Immediate fixation — allow at least one 

hour for fixation. 

7. Do not mail slides in fixative solution. 

8. Properly label slides and supply pertinent 

clinical data. 

It is the duty of the clinician to supply ade- 
quate clinical data to the cytologist. Some of the 
main pitfalls leading to false positive interpre- 
tations are in cellular changes associated with 
pregnancy, trichomonas infections, irradiation 
therapy and estrogen administration. Therefore, 
it is important to include any known pertinent 
data referable to these conditions or any other 
significant history which will aid the cytologist 
in arriving at a correct interpretation. 

If smears are to be mailed they can be air 
dried after fixation, or kept moist by placing one 
drop of glycerin between the slides. They should 
them be properly wrapped to avoid breakage and 
mailed in a standard mailing tube. 

II. How Are Cytologic Smears Interpreted 
And What Do The Reports Mean to The Clini- 
cian? It is essential that there be a clear under- 
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standing between the clinician and cytologist as 
to the method of reporting. In general, most 
smears can be classified as negative, doubtful or 
positive. The method of Papanicolaou is fre- 
quently used and we use this system of reporting 
in our laboratory. This system of classification 
is as follows: 

METHOD OF REPORTING CYTOLOGIC 

SMEAR INTERPRETATIONS 


CLASS I. Negative 
Normal cellular elements. 
No atypical cells. 
CLASS II. Negative 


Atypical cells present which 
may indicate a benign lesion 
such as infection, metaplasia, 
polyps, ete. 
No evidence of malignancy. 
CLASS IIT. Suspicious 
Abnormal cells, possibility of 
malignant origin. Insufficient 
criteria for positive identifica- 
tion. 
Repeat smears indicated. 
CLASS IV. Positive 
Abnormal cells present indicat- 
ing malignancy. 
Evidence fairly conclusive. 
Biopsy indicated. 
Positive 
Many abnormal cells showing 
all the criteria for malignancy, 
Confirm by biopsy. 


CLASS V. 


A. NEGATIVE SMEARS: It is hard to evalu- 
ate the true incidence of false negative smears 
because of the difficulty of follow-up studies. The 
known overall percentage has varied from 0 to 
1.2% in different series. However, if only proven 
positive cases are considered, the occurrence of 
false negative smears among such a series may 
vary from 10 to 30%. Negative smears should 
never be relied upon to rule out carcinoma, when 
clinical suspicion exists. A biopsy should always 
be performed when there are clinical indications, 
even when negative smears are obtained. Nega- 
tive smears are sometimes obtained when there 
is a clinically obvious cancer due to absent or 
intermittent exfoliation, or due to destruction 
of exfoliated cells as a result of ulceration and 
infection. The incidence of negative smears in 
known cases of endometrial carcinoma is at 
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least 20 to 25%. Therefore, never rely upon 
smears to rule out carcinoma in a case of post- 
menopausal bleeding. The facts above indicate 
that cytologic methods should never replace bi- 
opsy studies, when indicated. 


B. SUSPICIOUS SMEARS: Approximately 
50% of patients with suspicious smears prove 
to have carcinoma, while the other 50% have 
benign lesions. In the presence of suspicious 
smears every effort should be made to locate 
and prove a malignant lesion by physical ex- 
amination and biopsy studies. If no lesion is 
present, smears should be repeated for verifica- 
tion. Personal consultation between the clinician, 
cytologist and pathologist is the best procedure 
in attempting to solve doubtful cases. 


C. POSITIVE SMEARS: Positive smears must 

always be confirmed by biopsy and histopath- 

ologic diagnosis before therapy is instituted. 

There are three main reasons for this state- 

ment: 1) the inherent percentage of error in 

the smear; 2) failure to localize the tumor; 3) 

failure to accurately determine the type and 

invasive qualities of the tumor. While the overall 

accuracy of positive smears ranges from 95 to 

98%, these figures are deceiving when large 

numbers of negative smears are included in a 

group. A better evaluation of the accuracy is 

obtained when false positive reports are com- 

pared only with the proven positive reports. 

When this is done the percentage of false posi- 

tives compared to proven positives ranges from 

8 to 25% with an average of 16%. One can 

readily conclude that this is much too high a 

percentage of positive diagnostic error to be 

accepted as a sole basis for definitive radical 

treatment. The physician who proceeds soley 
on smear interpretations leaves himself wide open _ 
for criticism. Positive smears have been found 

occasionally when the tumor is outside of the 

uterus such as in the vagina, Fallopian tube, ova- 

ries, and even the urinary bladder. Positive 

smears are produced by carcinoma in situ. The 
tvpe of treatment may depend upon the type or 
invasive quality of a tumor which can only be 
determined by histo-pathologic studies. The chief 
value of the positive smear lies in its ability to 
detect cancer before symptoms occur and before 
a lesion is clinically evident. It can be very 
helpful in supplementing a biopsy in case the 
neoplastic area is missed. 
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Ill. How Should Cytology Be Used In Prac- 
tice? The use of cytologic methods in practice 
depends upon three main advantages: 1) its 
ability to detect incipient carcinoma before symp- 
toms or physical findings appear; 2) a more 
adequate sampling of the entire epithelial sur- 
face of the cervix when compared to the focal 
sample obtained by a single biopsy; 3) the sim- 
plicity of obtaining specimens. 

A. USE IN SCREENING: The universal 
use of cytology for cancer detection among 
asymptomatic women in a given population 
group is open to controversy because of two rea- 
sons: economic considerations and the shortage 
of trained technicians and cytologists to do the 
work. If the present assumptions concerning 
carcinoma in situ are correct, then routine cy- 
tologie screening of women over 30 years of 
age at 6 to 12 month intervals could, theoreti- 
cally, almost eliminate invasive carcinoma of 
the cervix. However, routine cytologic screening 


should be tempered by economic and practical’ 


considerations. Certain population groups may 
not be productive of very many cancers in rela- 
tion to the cost. It should be used as a part 
of most routine gynecologic physical examina- 
tions and in certain special investigations. We 
must be aware that cytology or any other labora- 
tory procedure is not an adequate substitute for 
careful pelvic examination in ariy cancer detec- 
tion program. 


B. COMBINED WITH BIOPSY: Since 
biopsy frequently will miss early lesions, the 
combined use of smear and biopsy will detect 
more cancers than either method alone. From a 
scientific viewpoint, correlation of the results 
of smear and biopsy studies affords valuable data 
for future reference. This may be of practical 
‘importance in furthering our knowledge of the 
natural history of uterine carcinoma. 


C. PRE-OPERATIVE STUDY: Smears 
should not be used to replace biopsy or cur- 
rettage, when these diagnostic methods are in- 
dicated. However, when these procedures are 
omitted in the presence of lesions considered to 
be clinically benign, negative smears add re- 
assurance to the clinical evaluation. On the other 
hand, positive cytologic smears may prevent an 
inadequate procedure, such as a supracervical 
hysterectomy for fibroids, when an unsuspected 
cervical cancer exists. It may reveal a hidden 


endometrial cancer in a fibroid uterus. Cauteriza- 
tion of the cervix should not be performed until 
after cytologic smears have been reported. If a 
smear is reported positive after cauterization has 
been done, then the chance for immediate his- 
tologic confirmation of an early carcinoma may 
have been lost. 


D. POST-OPERATIVE OR POST-IRRA- 
DIATION FOLLOW-UP STUDIES : Cytologic 
smears are being used with some success in 
judging the effectiveness of radiation therapy. 
This use is rather limited at present and addi- 
tional knowledge of this application is needed. 
However, smears do afford a valuable and simple 
method for detection of recurrences. 


IV. The Problem Of Carcinoma In Situ Of 
The Cervix Uteri. Because of the effectiveness 
of cytologic smears in detecting early cervical 
cancers, the histopathologic diagnosis of car- 
cinoma in situ is being made with increasing 
frequency. This has raised many questions re- 
garding the diagnosis, prognosis and treatment 
of this entity. Carcinoma in situ may be defined 
as a process involving the surface epithelium or 
underlying gland spaces by an abnormal 
epithelial growth, the cells of which are morpho- 
logically identical to those seen in cancer, but 
stromal invasion is lacking. There is considerable 
difference of opinion among pathologists regard- 
ing terminology, related epithelial changes and 
histologic criteria, but this is another broad sub- 
ject beyond the scope of this discussion. Present 
evidence indicates that this lesion has existed 
prior to invasive carcinoma in a high percentage 
of cases and that it precedes the development of 
invasive carcinoma by some 5 to 8 years. We 
do not know whether the lesion may be reversible, 
if left undisturbed, or what percentage of cases 
of carcinoma in situ progress to invasive cancer. 
If the lesion is really “in situ” then it is not 
a clinical cancer in our usual definition of the 
term. The practicing physician must be aware 
that this condition is much different than true 
invasive carcinoma from the standpoint of 
prognosis and treatment. It occurs frequently 
during the child bearing age of 30 to 40 (an age 
5 to 10 years younger than the incidence of in- 
vasive carcinoma). It is associated with initial 
positive cytologic smears in approximately 80% 
of the cases. Thus positive smears do not usually 
distinguish between carcinoma in situ and inva- 
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sive carcinoma. This fact re-emphasizes the need 
for confirmatory biopsies in order to be sure of 
the type of lesion one is treating. A random 
biopsy will miss a high percentage of these le- 
sions, since it is frequently a focal process. Car- 
cinoma is situ is a histologic diagnosis since it 
produces no symptoms and most cases have no 
gross lesions that can be associated with the con- 
dition. Since this lesion may co-exist with inva- 
sive carcinoma we cannot apply the diagnosis 
to a patient unless the entire cervix is available 
for study. A diagnosis of carcinoma in situ in 
one or several biopsy specimens does not rule 
out a co-existing invasive carcinoma in some 
other area of the cervix. A cone biopsy followed 
by serial block studies of the entire cervix is 
the only method of being reasonably sure of the 
diagnosis. Serial block study does not mean 
serial sections, which would be entirely imprac- 
tical, but means study of one or more sections 
from 8 to 15 blocks of tissue representing the 
entire circumference of the cervical os. Prefera- 
bly, the cone biopsy should be done with a knife 
and before dilitation of the cervix in order to 
preserve the epithelial surface and obtain the 
best possible material for histologic study. 


V. What Procedure Should Be Followed For 
Detection And Confirmation of early cervical 
carcinoma? We have two methods available for a 
presumptive diagnosis of early cervical cancer. 
These methods are cytologic smears and random 
biopsy specimens. We must not rely solely 
on positive cytologic reports since the percent- 


age of false positives is too high. Also, we 


must remember that we may be dealing with 
a carcinoma in situ. Random biopsy specimens 
may be used on a normal cervix or on an 
eroded cervix with no definite lesion. With no 
lesion present random biopsies may be taken 
from four quadrants. The deficiency of the 
biopsy is that it may miss a lesion or not 
show an area of invasion. In the presence 
of positive smear reports we must follow two 
separate lines of procedure depending on wheth- 
er or not the cervix is normal in appearance or 
whether there is a cervical lesion. In the pres- 
ence of a normal appearing cervix, repeat 
smears should be done for confirmation. If 
these repeat smears are positive, then the only 
sure method of diagnosis is circumferential or 
cone biopsy plus endocervical currettage. In the 


for January, 1955 


presence of a cervix with a lesion then we may 
biopsy this lesion. If the report from this 
lesion is carcinoma in situ then we should try 
to prove whether it is an invasive carcinoma 
by a cone biopsy (which is preferable) or by 
re-biopsy. This should be done because carcin- 
oma in situ is not a valid diagnosis in a single 
biopsy specimen. It is justified only when the 
full distribution of the: process is known within 
the limits of practicality. 


SUMMARY 


Cytology should be regarded as a detection 
method rather than a diagnostic procedure. It is 
a better detection method than biopsy, within 
certain limitations. It is not as accurate a meth- 
od as biopsy for positive diagnosis. It does pro- 
vide a simple method for more adequate sampling 
than a single biopsy. The smear is very useful 
in the earliest stages of malignancy. The com- 
bined use of cytology for detection and biopsy 
for confirmation is the ideal procedure to fol- 
low. A realistic appraisal of the shortcomings and 
limitations of both methods will benefit patients 
through earlier diagnosis and protecting them 
against therapy that may be either inadequate 


or too expensive. 
551 West Grant Place, 
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processes are an extremely complex mecha- 
nism. The external and middle ears are relatively 
well understood, but the inner ear, and especially 
the organ of Corti, is still pretty much a mys- 
tery. Recent advances in electronic instrument 
design have made it possible to approach the 
problem in a much more satisfactory manner, 
and obtain a great deal more information about 
the function of the inner ear. . 
In general, the young human ear can dis- 
tinguish frequencies between 20 and 20,000 cy- 
cles per second. The frequencies important for 
speech intelligibility are contained between 300 
and 3000 cycles per second. The speech area 
is further divided into the vowel and consonant 
frequencies. The vowel frequencies lie between 
300 and 1500, and the consonant frequencies 
are within 1500 and 3000. Therefore, in testing 
the function of the ear for speech, two word 
lists are used—a so-called “spondee” list for 
vowels and a “PB or phonetically balanced” list 
for the consonants. These two lists test respec- 
tively the “speech reception threshold” or de- 


*Director of Research, Subcommittee on Noise in 
Industry. 

+Field Representative, Subcommittee on Noise in 
Industry. 

Portions of this paper have appeared in the Amer- 
ican Industrial Hygiene Quarterly, Vol. 14:3, 1953. 


10 


cal technic in recognition of malignant neoplasm. J.A.M.A. 


and Durfee, G. R.: Intraepithelial 


the INDUSTRIAL NOISE PROBLEM 


Aram Groric, M.D.* and Doucias E. WHEELER, Ph.D.}, Los Angeles, California 


HE ear, its nerve tracts and physiological | 


carcinoma of the cervix. a cytohistological and clinical 
study. Cancer 5:315-323, 1952. 

13. Younge, P. A.; Hertig, A. T., and Armstrong, D.: A 
study of 135 cases of carcinoma in situ of the cervix at 
the Free Hospital for Women. Am. J. Obst. & Gynec. 
58:867-892; disc. 892-895, 1949. 


An Introduction to 


termine the amount of volume needed before 
speech is heard, and “discrimination” or the 
ability of the ear to recognize the speech sounds 
well enough to repeat them. Most pure tone 
audiometers test between 125 and 8000 cycles 
per second at octave steps—i.e., 125, 250, 500, 
1000, 2000, 4000, 8000. 

The ear is most sensitive to acoustic energy 
in the frequency rangion of 1000 — 4000 cycles 
and is less sensitive as frequency is decreased 
below or increased above this region. 

Measurements of hearing are referred to 
“average normal hearing,” corresponding to zero 
on the audiometer scale and since these measure- 
ments are expressed in terms of “decibels of 
hearing loss” zero would mean no loss and any 
increase in Output necessary to reach threshold 
would be a hearing loss of so many decibels. See. 
Figure 1. 

The decibel or “db” is a unit of measurement 
related to sound energy. It is based on a logarith- 
mie scale to the base 10. This means that 20 db 
has 10 times the energy of 10 db, and 100 db 
would be equal to 1,000,000,000 (one billion) 
times the energy of 10 db. 

If the ear were more sensitive one could hear 
the air molecules bumping around in the ex- 
ternal auditory canal. We know the drumhead 
moves about one tenth the diameter of a hy- 
drogen molecule when stimulated at threshold. 
Is it any wonder that this delicate mechanism 
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Figure 1. The Auditory Field. 


may suffer injury when exposed to many billion 
times this amount of energy for any length of 
time? 
NOISE 
We have discussed the ear briefly ; uow let us 
consider the problem of the “noise.” First, how 
is noise defined? Simply, it is “any unwanted’ 
sound.” For example, the last speaker on a 
long program; the yowl of cats at midnight; a 
cough during a concert or play; and any one of 
a dozen other examples. 
Noise, like any other sound, is measured in 
two dimensions—intensity level and frequency. 


she unit of intensity level is the decibel, but in 
this case it is referred to a different reference 
level than average normal hearing. Sound pro- 
duces pressure; a reference of 0.0002 dynes per 
square centimeter is the point at which the 
decibel scale begins when the sound pressure 
level is measured. The unit for measuring fre- 
quency is the cycle; however, noise is such a 
complex sound that it is usually measured fre- 
quency-wise in “octave bands”, that is: 75-150, 
150-300, 300-600 cycles per second, etc. (See 
Figure 2.) 

The decibel meter, or sound level meter, is 
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Figure 2. Frequency Analysis by Graphic Methods. Noise in multi-engine bomber, treated with absorbing 


material, analysis in octave bands. 
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Figure 3. Frequency Analysis by Octave Band Analyzer. 


the instrument used to measure intensity. It is 
a microphone with an amplifying unit and a 
meter based on the decibel scale. The db meter 
is adequate for noises of a more or less constant 
level and where the over-all noise level only is 
desired; however, for intermittent noises such 
as a punch press, a drop forge hammer, or a 
machine gun, the meter type instrument will 
measure only an average of the peaks that occur 
because of the inertial or latency of the meter. A 
specially calibrated oscilloscope is necessary for 
this type of measurement. 

For octave band analysis work, the sound level 
meter or the oscilloscope is attached to a series 
of filters. This allows for checking the energy 
distribution as a function of frequency. (See 
Figure 3.) 

Whenever noise measurements are considered, 
these two dimensions are mandatory. 

Noise levels produced in general industry lie 
within the range 80 — 130 db. Jet engines may 
measure as high as 150 db. Sound pressure 
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levels as high as 180 db are found with gun ex- 
plosions. Gunfire sounds are instantaneous and 
are probably more damaging than continuous 
noise at lower sound pressure levels. The rise and 
fall time is less than 2 — 3 milliseconds. Little 
is known about the details of the effect of single 
peaks on the ear, but observation has demon- 
strated many hearing losses due to gunfire, par- 
ticularly from small arms, 

With increase in speed and power there is 
always an increase of noise. With the limits of 
speed and power nowhere in sight as yet, it ap- 
pears that the human organism may be the limit- 
ing factor in man’s attempt to mechanize him- 
self. These dramatic developments are rightfully 
a matter of concern to all of us. The physician, 
however, should remind himself that the difficult 
problems in noise-induced hearing loss will most 
frequently be encountered in the area of general 
industry. | > 

BIO-ACOUSTIC EFFECTS OF NOISE 

Having learned something of the psycho- 
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physics of the ear, and the definition and dimen- 
sions of noise, we are ready to discuss some of 
the effects of noise on the human, with par- 
ticular reference to the ear. 

Much has been said and written concerning 
the effect of noise on the behavior of man. Some 
o{ these effects include nervousness, fatigue, in- 
efliciency, sterility, and even death. There is no 
scientific evidence known to the writers which 
properly supports such claims, particularly the 
latter two. 

The two important effects that can be sup- 
ported with overwhelming evidence are inter- 
ference with communication and the production 
o! a hearing loss. 

One merely needs to try to talk to his fellow 
worker in the presence of more than 90 db of 
noise to know the effect produced on communica- 
tion. This phenomenon has been quite thoroughly 
studied and one can predict what the intelligibil- 
ity of speech will be in the presence of specified 
amounts of noise. 


The studies show also that, as noise levels 
are increased, the output power of the human 
larynx becomes unsufficient to over-ride the noise 
and communication by voice cannot be accom- 
plished. Many common industrial processes pro- 
duce such noise levels. While men are working in 
uninterrupted high level noise, their hearing 
for voice signals is not useful, even though no 
pathology is present. 

There is no doubt that pathological hearing 
loss may be the result of industrial noise ex- 
posure. Before a discussion of some evidence, 
however, it must be mentioned that presbycusis 
(loss of acuity with increasing chronological age) - 
is also a factor. In general, this type of loss 
cannot easily be distinguished from noise-in- 
duced hearing loss. Figure 4, shows the mag- 
nitude of losses due to presbycusis which may 
be expected in the general population. The data 
were collected in several large sample studies, 
such as those conducted at the World’s Fair and 
the San Diego County Fair. 
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Figure 4. Effects of Increasing Chronological Age. 
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Figure 5.“Mean Losses of Men Working for the Years 
Shown in a Constant Flat Spectrum Noise Level of 105 db. 


Because a man who has worked for many years 
under noise exposure must also be a man whose 
age is increasing, it is clear that presbycusis be- 
comes significant in the later decades. Inspec- 
tion of Figure 5, however, will show that the 
hearing losses found in one study considerably 
exceed the losses to be expected from presbycusis 
alone; these results are supported by other 
studies. 

It is certain that hearing loss is produced 
by noise, but there are many questions con- 
cerning this left unanswered at present. Some 
of these are: 

1. How much noise is necessary? 

2. What frequencies or frequency ranges are 

most important ? 

. What is the effect of individual suscepti- 

bility on the overall problem? 

. How can we predetermine who is more 

susceptible ? 


. How much exposure time is necessary? 

. When can the hearing loss be said to be 
permanent ? 

. Is such a hearing loss progressive after 
removal from the noisy environment? 

These are just a few of the multitude of 
questions to be answered by future research 
under controlled field conditions. This cannot 
be done, however, without the cooperation of 
industry over a period of not less than three 
to five years. Such questions can only be partly 
answered in the laboratory. 

HEARING CONSERVATION 

Until these answers are obtained industry 
must proceed along these lines: 

1, All routine preplacement physical exam- 
inations must include air conduction threshold 
audiometry. 

2. All individuals working in noisy areas 
suspected of having produced a hearing loss, 
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whether temporary or permanent, should be 
fo!lowed with hearing checks every 6-12 months. 

}. All suspected areas should be studied for 
po-sible noise reduction procedures. 

:, Educational programs regarding ear pro- 
teiors must be instituted. 

replacement audiograms are necessary to pro- 
tet both the employer and the employee. They 
esiablish the individual hearing baseline for 
fu'ure reference purposes—for example, to fol- 
lo changes in hearing produced by the environ- 
ment, and to establish any preplacement hear- 
ing loss. Surveys in certain industries have 
shown that about 25% of applicants have a sig- 
niicant hearing loss. 

Reduction of noise at the source should be 
attempted in all noisy areas. Such reduction 
can be done by enclosures, sound treating with 
absorbing material, or changes in machine de- 
sign or mounting or both. 

ar protectors are a must in noisy areas. 
‘There are several presently available which are 
adequate for ordinary industrial noises. It should 
be the business of every hygienist and safety 
engineer to propagandize the use of ear protec- 
tors. The best ear protector is the one that is 
worn. Further research will probably produce 
more effective and more comfortable ear plugs. 
In the meantime every effort should be made 
to conserve hearing by example, education, and 
regulation. Many are against ear plugs because, 
they claim, when ear plugs are worn, communi- 
cation by spoken voice is impossible and warn- 


ing signals are not heard. This assumption is 


fallacious. As a matter of fact, communication 
in noise is improved when ear plugs are worn. 
This is easy to demonstrate. Merely put your 
fingers in your ears while conversing in a noisy 
area; you will immediately notice that conver- 
sation can be heard as well as, and _ possible 
better than, with the ears unoccluded. The same 
is true of warning signals. 

Questions about ear protectors should be ad- 
dressed to the Counsil on Physical Medicine 
and Rehabilitation of the American Medical 
Association, 535 North Dearborn Street, Chicago 
10, Illinois. 


EQUIPMENT AND TEST ENVIRONMENT 


Instruments for measuring hearing may be 
divided into pure tone and speech audiometers. 
The pure tone instruments are called screening 
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and diagnostic audiometers. Speech audiometers 
are just becoming available and at present are 
based on dise recordings or monitored so-called 
“live voice”. 

There are several makes of sound level meters 
and sound analyzers that meet the specifications 
of the American Standards Association. 

Prices on these types of equipment vary be- 
tween $300.00 and $1000.00. 

All hearing tests should be done in a quiet 
room. Accomplishing this is sometimes difficult 
because of the location. A simple procedure is 
to locate an area where the ambient noise is low 
and yet relatively easily accessible. This should - 
be away from elevators, water or steam pipes, 
outside walls where traffic noises abound, and 
noisy corridors. When a suitable location is 
found a double room about 8 x 8 x 7%.6 high 
(inside measurements) should be built. As far 
as possible this should be a cubicle within a 
cubicle with no connections between the walls 
and as few supports between floors as possible. 
These should be rubber or felt blocks similar 
to hockey pucks or felt engine mounts. 

ACTIVITIES IN THE FIELD 

Because certain questions were left unanswered 
and the need for research on these questions 
was clearly indicated in a previous section of 
this discussion, the physician may properly ask 
how and by whom this research will be carried 
out. 

The Subcommittee on Noise in Industry of 
the Committee on Conservation of Hearing of 
the American Academy of Ophthalmology and 
Otolaryngology has been active since 1946. In 

1949 this subcommittee hired a field repre- 
sentative to study the problem in the field and 
laboratory. Since then a great deal of ground- 
work has been laid and access to industry 
(at first difficult) is becoming easier. Certain 
aspects of the Subcommittee’s research involve 
cooperation with the American Medical Associa- 
tion. 

Recently the Armed Forces and the National 
Research Council combined to form a committee 
on Hearing and Bio-Acoustics. This committee 
will guide the Armed Forces in the many 
ramifications concerning noise. 

The American Standards Association, spon- 
sored by the Acoustical Society of America, 
has a committee called Z-24-X-2, or the Com- 
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mittee on Bio and Psycho-Acoustic Criteria. 
This committee has recently published a study 
entitled “The Relations of Hearing Loss to 
Noise Exposure”. 

In the past, the only information available 
on the subject of noise-induced hearing loss 
came from the reports of interested physicians. 
The clinical experience and judgment of the 
physician were, and still are, extremely im- 
portant; the physician is the final authority in 
questions about hearing loss of whatever etiol- 
ogy. This position, however, imposes an obliga- 
tion. The physician must know the facts con- 
cerning industrial noise exposure. A simple 
statement by the patient that he works in 
“noise” can no longer be accepted as prima 
facie evidence that the hearing loss disclosed 
has an industrial origin. The physician, partic- 
ularly when involved at the medico-legal level, 
must know how much noise, of what type and 
characteristics, for how long; he may anticipate 


being confronted with these questions by counsel... 


SUMMARY 

1. The psycho-physics of the ear in relation 
to noise are presented briefly. 

2. Noise is defined as any unwanted sound 
and should always be measured in two dimen- 
sions—intensity level and frequency. 

3. The known effects of noise are in the main 
confined to those on communicatton and damage 
to the hearing mechanism. 


The text book in court 


You may be asked whether you agree or dis- 
agree with certain statements appearing in 
recognized medical books and authorities, and 
for that purpose counsel may read to you ex- 
cerpts from such books. These medical books 
are not admissible in evidence to establish the 
declarations or opinions which they contain 
(State vs. Baldwin, 36 Kan. 1). However, the 
Supreme Court said (Stout vs. Bowers, 97 Kan. 
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4, Hearing conservation should be the guid- 
ing principle of the industrial physician, hy- 
gienist, and safety engineer where excessive 
noise is concerned. 

5. The hearing loss produced by noise is an 
irreversible nerve type loss. 

6. There is adequate equipment easily avail- 
able for measuring hearing and noise. 

7. The American Academy of Ophthalmology 
and Otolaryngology, and Armed Forces and Na- 
tional Research Council and the American Stan- 
dards Association have organized very able and 
active committees to study their respective prob- 
lems with noise. 

111 N. Bonnie Brae St. 


REFERENCES 

1. Kryter, Karl D. “The Effects of Noise on Man”, Mono- 
graph Supplement 1, J. Speech & Hearing Disorders, 1950. 

2. Noise—Causes, Effects, Measurement, Costs, Control, the 
published proceedings of the Inservice Training Course on 
“The Acoustical Spectrum—Sound, Wanted and Unwanted’’, 
given by the School of Public Health and the Institute of 
Industrial Health, University of Michigan, Ann Arbor, Febru- 
ary 5-8, 1952. 

3. Proceedings of the Annual National Noise Abatement 
Symposium, Technology Center, Chicago, Illinois, 1950-51-52- 
53. Sponsored jointly by The Acoustical Society of America, 
The Acoustical Materials Association, The American Indus- 
trial Hygiene Association, The National Noise Abatement 
Council, and Armour Research Foundation of Illinois In- 
stitute of Technology. 

4. Guides for Industry. Obtainable from Howard P. House, 
M.D., Chairman, Subcommittee on Noise in Industry of the 
Committee on Conservation of Hearing of the American 
Academy of Opthalmology and Otolaryngology, 1136 West 
Sixth Street, Los Angeles, California. 

5. The Relations of Hearing Loss to Noise Exposure. 
Obtainable from American Standards Association, Inc., 70 
E. 45th Street, New York City. 


33, 36) : “One of the recognized methods of test- 
ing the knowledge of an expert witness who finds 
his opinions on standard medical authorities is 
to read from those authorities upon the subject 
in question and interrogate him as to whether 
his opinions coincide with those expressed in the 
books and whether there is not a conflict between 
the opinions he then gives and the views ex- 
pressed by the authorities upon which he relies 
for information.” Joseph Cohen, The Doctor 
Goes to Court. J. Kansas M. Soc. July, 1954. 


Illinois Medical Journal 


ALBE 


it 
itv o! 
lar n 
varla 
treat 
fee] 
early 
Cale 
Op pe 
diltfe 
reall 
his ¢ 


COM 
The 
of t 
tion 
Jef 
jud, 
lesii 
cha 
rela 
mu: 
the 
pra 
eve! 
ma 


for 


turn 
with 
h 
up 1 
of t 
cut 
al 
>>> | 
me: 
at 
of | 
F 
Me 


guid- 
n, hy- 
2eSsive 


is an 
avail- 


ology 
1 Na- 


Stan- 
» and 
prob- 


Mono. 
1950. 
1, the 
se on 
nted’’, 
ite of 
‘ebru- 


-ment 
51-52- 
erica, 
ndus- 
ment 


ouse, 
f the 
rican 


West 


sure. 
70 


A BERT H. Siepyan, M.D., Highland Park 


\ reviewing the medical literature of today, 

it becomes apparent, that there is no uniform- 
it: of opinion as to the management of the vascu- 
lav nevi. The pediatrician, the dermatologist, the 
ra liologist, and the practitioner are often at 
variance as to the necessity for, or, the time of 
treatment to insure good cosmetic results. Some 
fev! that for most lesions treatment is begun too 
early, and that for some, no treatment is indi- 
caied at all, and still others feel that the golden 
opportunity of time is missed in waiting. This 
dilference of opinion is understandable when one 
realizes that each operator becomes adept with 
his own experiences, in his own specialty, and in 
turn relates these experiences, although limited, 
with enthusiasm bordering on finality. 

In this short presentation I should like to take 
up the problem of the present day management 
of the vascular nevi. Treatment, without clear 
cut classification and understanding of the natur- 
al history of the lesion can only lead to mis- 
conception as to the efficacy of the method used. 
The aim of treatment is to produce the involution 
of the tumor with the least amount of destruc- 
tion to the tissue with the best cosmetic results. 

sefore the operator is in a position to render 
judgment as to the management of an individual 
lesion, he must acquaint himself with the clinical 
characteristics of this group of lesions and cor- 
relate them with their pathologic structure. He 
must further be aware of the natural history of 
the various types of hemangiomas just as the 
practitioner is aware of the usual sequence of 
events in a given medical disease. 

Hemangiomata are now regarded as congenital 
malformations made up of ectopic rests of 
mesodermal vasoformative tissue. This tissue is 
at first solid and consists of endothelial cells 


Assistant Professor of Dermatology, University 
of Illinois, Service Dr. F. E. Senear. 

Presented at the Illinois State Medical Society 
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Treatment of the Hemangioma 


An Evaluation of the 


similar to those which line blood vessels, inter- 
spersed with strands of connective tissue. Later 
these become canalized and differentiated. When 
canalization occurs recognizable arteries, veins, | 
and capillaries appear. All three elements can 
be found in every lesion, but one usually pre- 
dominates and gives the birthmark its character- 
istic clinical picture. If two are predominant in 
large amounts, the commonest combination is 
usually a mixture of cavernous and capillary 
tissue. 

While all hemangiomata are basically the same 
in that they are derived from vasoformative 
tissue, it is not at all suprising that their clinical 
appearance are so diverse when one considers the 
variation in size, depth, site, rate of growth, and 
amount of canalization. Then too, when the 
pathologic accidents of ulceration, infection, in- 
farction, thrombosis, sclerosis and fibrosis are 
added, each increases the list of clinical vari- 
ables. (Table 1) 

Flat Capillary Nevi. — Lesions that can be 
blanched on stretching, represent tumors super- 
ficially placed and often lighten or disappear 


- more or less by the end of the second year. The 


neonatal stain or unnas nevus and the salmon 
patch type represent this group. The nevus 
flammeus cannot be blanched and will persist 


TABLE 1 
CLASSIFICATION OF COMMON 
HEMANGIOMA 


Flat Nevi (Capillary) 
Neonatal Stain — Nuchal and Gabellar 
Salmon patch 
Portwine stain — Nevus flammeus 
Raised Nevi (Capillary) 
1, Angioma Simplex — Strawberry and Raspberry 
2. Hypertrophic Angioma Simplex 
Cavernous Hemangioma 
Mixed Types 
Cirsoid or Racemose Hemangioma 
Lymphangioma 
1. Lymphangioma Circumscriptum 
2. Cystic Hygroma 
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through life sometimes becoming a shade or two 
lighter thru infancy. 

It is best with present day knowledge to do 
nothing with a portwine lesion that will produce 
an irregular or uneven surface. With some effect, 
we can direct the patient to use a cosmetic known 
as “Covermark” to hide the blemish. This prep- 
aration must be carefully blended to match the 
patient’s skin, Smaller lesions if fortunately 
located can be excised surgically. Sand papering 
has been advocated but is applicable only in the 
more superficial lesions. 

Tatooing as a means of camouflage with sol- 
uble pigments are being used but as yet not 
generally accepted. Grenz rays have been sug- 
gested as have Kromayer ultra violet light. The 
good results reported were in the superficial 
variety. These, because of their natural history 
often lighten spontaneously. 

Radiation with radium or x-ray have not been 
effective and are contraindicated im the forms 
that we have available today. = 

Refrigeration with carbon dioxide therapy 
must be limited to the most superficial varieties, 
for in the deeper lesions it will only create 
mottling which accentuates the defects. 


Raised Capillary Nevi. — The angioma sim- 
plex is characterized by being raised either bright 
red (strawberry mark) or dull purple red-(the 
raspberry mark). These lesions are compressible 
with a glass slide. For the most part, an 
angioma simplex or angioma simplex hyper- 
trophicus will disappear spontaneously within 
five years, leaving an excellent cosmetic result 
providing the lesion is under 2.5 em. in diameter. 
The larger lesion commonly breaks down spon- 
taneously and heals with irregular undesirable 
scarring. Lesions, therefore, treated lightly with 
carbon dioxide pencil at two to three weeks of 
age respond best. At the initial treatment, five 
seconds of moderately firm pressure is all that is 
used, so as to avoid too great an inflammatory 
reaction which might cause breakdown and scar- 
ring. Once involution is noted observation at 
regular intervals is all that is indicated. We 
have often noted new lesions appearing up to 
the age of six months, therefore, regular ob- 
servation periods provide the means of checking 
and treating new lesions as they arise, early. 

Angioma simplex hypertrophicus is a thick- 
ened angioma simplex. These lesions cannot be 
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completely compressed with a glass slide. Their 
natural history is similar to that of the angioma 
simplex. It is, therefore, important to start the 
process of sclerosis and fibrosis, by one means 
or another, with early treatment. If the lesion 
is not too thickened or too large a five second 
application of carbon dioxide pencil with mod- 
erate pressure is the treatment of choice. X-ray 
therapy in dosages of 200r at intervals of one to 
three months is most effective if started in the 
first months of life. Recent reports of treatment 
with contact x-ray therapy in this group have 
been most gratifying. 


Cavernous hemangiomata are characterized by 
being flat to raised bluish tumors which on 
palpation reveal the underlying vasoformative 
tissue that imparts the feeling of rubber bands 
in a plastic bag. The color, as a rule, cannot be 
compressed. In general, cavernous hemangiomata 
that show early growth and then become static 
do tend to involute spontaneously. Lesions, par- 
ticularly about the head may begin to grow 
even after the sixth month. All cavernous 
hemangiomata should be watched closely for 
the first 18 months of life. There is no universal 
treatment for cavernous hemangiomata; each 
lesion must be evaluated individually, the site, 
depth, and rate of growth must be considered. 


For lesions about the mucous membranes of 
the eyes, mouth, and anogenital area, and over 
epiphyseal areas, sclerosing solutions have been 
found easiest to use. Of the many solutions tried, 
quinine and urethane hydrochloride has proven 
to give the most constantly good results. When 
injecting the lesion the infant must be firmly 
and securely cradled by a competent assistant. 
The tumor is squeezed between the fingers as 
firmly as possible, and the substance injected at 
the base of the lesion. This pressure is held for a 
minute or two to allow contact of the solution 
with the tissue. Every effort is made to avoid 
superficial blanching of the tissue which could 
mean sloughing. Injections are given at no less 
than monthly intervals beginning with a small 
dose of .1 cc. up to 2 cc. at a treatment. In 
larger lesions several areas may be treated at 
one time. Often a solid nodule is created in the 
tumor that may persist for two to three months. 
It is well to wait for these nodules to resolve 
for with their absorption fibrosis and shrinkage 
takes place. 
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Elsewhere on the body, x-ray therapy can be 
used easily if the lesion is treated early within 
the first few weeks of life. Statistics reveal and 
our impression confirms that radiation is effec- 
tive in direct relation to the age of the patient. 
The younger the patient the more radiosensi- 
tive the tumor. Doses of 200r, unfiltered low 
voliage x-ray are used. The patient is watched 
and further treatment is given only if the lesion 
appears not to be involuting. Re-treatment at 
three month intervals is given. If some involution 
is not apparent after two exposures, sclerosing 
solution is then started. 

At times one is able to recognize the efferant 
and afferant vessels to the tumor. A small in- 
cision into the skin and tieing off of these 
feeder vessels followed by a sclerosing solution 
often hastens the involution of the lesion. 

Complete surgical excision when good closure 
can be obtained is often satisfactory. 

There are many who have learned to use 
radium well. Once again, selecting the proper 
filtration and dosage and using the smallest 
amount that will begin the process of fibrosis in 
the lesion is all that is desired in the use of 
radium. As long as the lesions show signs of 
involution watchful expectancy should be prac- 
ticed. 

When the lesions are of the mixed type as 
they commonly are, attention is directed to the 
underlying deep cavernous portion. The super- 
ficial portion can be treated as an angioma sim- 
plex at observation periods when the deeper por- 
tion is not being touched. The cirsoid or racemose 
hemangioma are* characterized by a pulsating 
mass beneath the skin. This type of lesion is best 
treated by surgery. 
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In the group of lesions classified as lymphangi- 
omas, the cystic hygroma is best excised with 
plastic repair. The more superficial variety, the 
lymphangioma circumscriptum often appears 
thru childhood. It is characterized by super- 
ficially placed pinhead-sized grouped papules that 
are traversed with fine telangiectatic vessels, 
that gives the lesion the appearance of fresh 
fish or frog spawn. At times the lesion suggests 
a patch of radio dermatitis. Pricking an isolated 
papule with a fine point will cause lymph to 
flow. Often times a few small fractional doses 
of low voltage x-ray therapy will cause these 
lesions to involute. For those radio resistant, 
light electrodesiccation is easily accomplished 
under local anesthesia. Carbon dioxide pencil 
has worked well in the hands of many derma- 
tologists. 


In summary, the portwine nevus is at best 
left alone. The neomatal stain may lighten or dis- 
appear spontaneously by the second year, while 
the salmon patch may or may not become lighter. 
The angioma simplex and the angioma simplex 
hypertrophicus and cavernous hemangioma are 
capable of sudden growth. These hemangiomas 
should be treated within the first few weeks of 
the infant’s life, and observed from thereon with 
periodic regularity, remembering the natural 
tendencies of each type of lesion. It is better 
to start the process of fibrosis and observe and 
control the involution of the lesion rather than 
to have to correct the defect at a later date. 


‘Rapid growing lesions are immediate problems 


ities such as radiation, surgery, sclerosing or 
which involve the use of all the various modal- 
carbon dioxide therapy. 
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The Physician, The Patient, 
CANCER 
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Dr. Max Samter (Associate Professor of Medi- 
cine ) 

The question of the patient who faces the 
loss of an eye, of a limb, or who faces death, 
is as old as medicine itself. Throughout the 
ages, its moral and practical implications have 
stimulated violent arguments between physi- 
cians, writers, philosphers, and clergymen. The 
moral answers have varied from one extreme: 
that the truth must be told at all cost, to 
other: that the truth must never be told. The 
practical answer is more often than not a com- 
promise: “It depends”, someone will say, “on 
his family, and on his state and station in 
life.” Unless the relationship between physi- 
cian and patient is unusually close, it depends, 
in most instances, on a, perhaps, inspired guess 
rather than on a rational analysis of the forces 
which the truth will set in motion. 

We are very grateful that Dr. -Hellender, has 
accepted our invitation to first outline the pa- 
tients’ response to mutilating illness, and second 
to discuss several of the problems which have 
been encountered by our resident staff in re- 
cent months. 

Dr. Mare H. Hollender (Associate Professor 
of Psychiatry) 

What will the loss of an organ mean to the 
patient ? Attempts to answer this question simply 
on the basis of 1) the patient’s general stabi- 
lity and 2) the type and degree of functional 
impairment involved have not proven satisfac- 
tory. To prognosticate in a more scientific way, 
a number of other factors should be considered. 
Among these are: 1) the Specific Effect of the 
loss (does it play into an unresolved conflict ?), 
2) the Indirect Effect (does it interfere with a 
pattern of adjustment that has been important 
in maintaining an emotional balance?), 3) the 
Symbolic Effect (what is the meaning of the 
loss in terms of the symbolic value of the 
organ?), the distortions in the Body Image 
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(how prominent is the organ in the body 
image?). 

SPECIFIC EFFECTS: Even the most stable 
person has emotional weak spots, and if the 
loss of an organ touches upon one of these 
areas, a serious emotional upheaval may result. 
To illustrate: A reasonable stable man had a 
latent but intense conflict about his soiling im- 
pulses. A colostomy, with its attendant dangers 
of soiling in spite of irrigations and rigid die- 
tary limitations, reactivated his old anxieties. 
It is conceivable—and even likely—that this 
patient could have had an amputation or a 
laryngectomy without a marked psychological 
reaction. Thus it is necessary to know the vul- 
nerable areas in a “generally stable person” 
to be able to predict the response to the loss 
of a bodily part. 

Sutherland points out that under certain cir- 
cumstances a grossly disturbed patient may 
weather multilating surgery without serious 
emotional difficulties. “A schizophrenic boy who 
underwent an amputation of the arm and shoul- 
der for a bone tumor had little trouble in 
accepting this disability because it remained 
peripheral to his central problems of his own 
sexuality and his mother.” Thus an operation 
which does not impinge on a vulnerable area may 
not cause an upheaval even in a disturbed 
person, 
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INDIRECT EFFECT: A stress may exert 
a profound effect when it blocks an avenue of 
expression that has been important in an indi- 
vidual’s emotional adjustment. For example, 
when the loss of an organ makes it impossible 
for a work-geared man to continue at his oc- 
cupation, the reaction may be marked. In this 
instance the stress interferes with an activity 
which, in addition to its realistic significance, 
had been a prop supporting a shaky psychologi- 
cal balance. 

On the other hand, when a person strongly 
desires to lie back and be cared for, the loss 
of an organ may foster a retreat to a stage 
of helpless dependency. This was the case when 
a 68 year old woman had a breast removed. 
She had worked “with a will” from the age 
of eight years, when she began to help her 
sickly mother with household chores and the 
care of two younger brothers. In her adult years, 
she had nursed her mother and later her hus- 
band. When they died, she took a position as 
a companion and remained at that job until 
it became necessary for her to have a breast 
operation. From that time on, she felt that 
she could no longer work, and she entered a 
home for the aged. 


The patient’s dependent wishes had been 
covered over by doing things for others. At 
the same time she derived some gratification 
of her own longings by identifying with the 
people she nursed. When she could use illness 
as a justification for her demands, her depend- 
ent cravings weye expressed directly. In this 
instance, illness fostered the break-through of 
intense, latent desires and resulted in a marked 
regression. 


SYMBOLIC EFFECT: Some paradoxical re- 
actions to the loss of an organ can be under- 
stood when we recognize that the symbolic mean- 
ing of a bodily part may be more important 
psychologically than its utilitarian function. 
Thus a school teacher who reacts to an amputa- 
tion as a castrative-type of mutilation may be 
more upset than a lumberjack who does not. 

In discussing carcinoma of the breast, Ren- 
neker and Cutler state: “The breast ..... is 
the emotional symbol of the woman’s pride in 
her sexuality and in her motherliness.” As a 
result, a mastectomy is a serious threat to a 
woman’s femininity. This is true in a woman 
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of 60 as well as one of 40. The less secure 
a woman is in her feelings of femininity, the 
more endangered will she be. 


The symbolic significance of an organ, wheth- 
er culturally or individually determined, should 
be weighed carefully in predicting the reaction 
to its removal. 


DISTORTIONS IN THE BODY IMAGE: 
The body image is a person’s picture of his 
physical self. Various distortions may occur as 
the result of early conditioning experiences and 
occasionally these may be responsible for un- 
usual reactions to the loss of an organ. This 
is illustrated by the case of a 70 year old 
woman who had a mild reaction to the loss 
of a breast but an extremely severe one to a 
successful cataract operation. Four years after 
an uneventful recovery from a radical mastec- 
tomy, she was told that she required eye sur- 
gery. She broke down in the doctor’s office 
and cried bitterly. She said that this was very 
unlike her because, although she occasionally 
cried, she had never broken down before in 
public. After the surgery, she went into a 
serious depression for which she was hospital- 
ized for more than a month. Even two years 
later, she would not go to a physician to have 
her other eye checked for fear that surgery 
would be advised. In speaking of this she said 
that she would rather have a limb amputated 
than let anyone touch her eyes. In discussing 
her early life, she spontaneously related that 


_as a child she had been much less attractive 


than an older brother. Her beautiful eyes were 
her one redeeming feature and they were often 
the subject of complimentary remarks. Apparent- 
ly as a result of these early experiences her 
body image was distorted in such a way that 
her eyes occupied a huge part of it. An analogy 
can be drawn to the humorous version of the 
Texan’s map of the United States in which 
the other 47 states form a small rim on three 
sides of Texas, 


The factors which have been discussed are 
important in dealing with as well as anticipating 
reactions to the loss of an organ. To enlarge 
upon this, each group will be considered briefly. 
SPECIFIC EFFECT: When the stress strikes 
a weak spot, .you may be able to foster the 
re-establishment of a balance by encouraging 
the patient to ventilate and by helping him 
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to understand his feelings. In some instances 
psychiatric treatment will be necessary. IN- 
DIRECT EFFECT : If the removal of an organ 
threatens to interfere with an occupation that 
has been important in maintaining an emotional 
balance, it may be of benefit to discuss the 
real limitations and perhaps to suggest second- 
ary occupations. SYMBOLIC EFFECT: Ren- 
necker and Cutler make several suggestions 
which may help to counterbalance the loss of 
a breast in terms of its symbolic meaning. They 
recommend that any past feminine achievements 
should be introduced into the discussion to off- 
set the sense of loss. “The husband’s aid has 
to be enlisted privately, so that he can be im- 
pressed with the importance of his role pre- 
operatively and postoperatively. He should be 
instructed to be particularly tender, loving, and 
attentive during these phases. He should play 
up her other feminine charms through hospital 
gifts of clothes, cosmetics, and other items cal- 


culated to refocus her attention on still-present 
points of feminine pride.” DISTORTIONS IN. 


THE BODY IMAGE: It is sometimes helpful 
for a patient to obtain insight into the fact 
that his reaction is partly determined by early 
conditioning experiences which caused him to 
magnify the value of an organ and to mini- 
mize the value of other parts of his body. 


What is an appropriate response to the loss 
of an organ? In this section we will consider 
those instances in which there is no great dis- 
tortion in the meaning of an organ. Here the 
reaction to its loss will depend upon: 1) the 
FUNCTION it serves and 2) the REPRESEN- 
TATION it has in the body image based upon 
an actual rather than a fantasied picture. Thus 
there would be a more marked response to the 
amputation of a limb than to the removal of 
a gall bladder since the former is very im- 
portant functionally and has a prominent part 
in the body image while the latter can more 
easily be dispensed with functionally and has 
an insignificant representation in the body image 
except when it causes localized pain. 


The appropriate reaction to the loss of an 
important organ can best be understood if it 
is likened to the loss of a close relative. In 
both cases there is a period of mourning (de- 
pression) which may vary from a few days to 
several weeks. In both, too, there will be con- 
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cern with what is done with the lost object. 
Resolution will occur gradually and as it pro- 
ceeds, the patient will become less preoccupied 
with what was lost and more concerned with 
what is left. 

You should note the severity and duration 
of the depression because when it is moderately 
deep and becomes gradually less intense you 
may consider it a normal mourning process, 
whereas when it is unduly severe or prolonged, 
you should regard it as a pathological mourning 
reaction. In the former instance understanding 
and sympathy mixed with some diversion is all 
that is necessary since an internal resolution of 
feelings will occur in due time. In the latter 
instance, however, psychiatric consultation is 
in order since there is unduly great suffering 
and the danger of suicide. 

Question (Name of inquirer not recorded) : Dr. 
Hollender, would you like to comment on the 
management of a patient who is afraid of cancer 
and does not have it? 

Dr, Hollender: Actually one must divide pa- 
tients of this type into three separate groups. 


Patients of the first group may come to your 
office because they identify their own symptoms 
with possible symptoms of cancer suggested in 
most instances by popular magazines. They usu- 
ally accept negative findings after a thorough 
physical examination. They respond best to a 
strong statement. The physician who feels that 
he must maintain an avenue of escape by saying, 
“T believe you do not have cancer” seriously dis- 
turbs their peace of mind. It is questionable 
wisdom to convey reasonable scientific doubt 
to the patient of this type. 

The patients of the second group resemble 
those of the first group, but hesitate to openly 
express concern. Indirect statements and oblique 
references may reflect their apprehension. Only 
the physician who recognizes the hidden an- 
guish can bring the question out into the open, 
and then directly reassure the patient. 

The third group consists of patients who 
have a deep seated phobia of cancer. Their 
anxiety is overwhelming. They might sincerely 
try to be reassured, but they are not. Persuasion 
will be of no avail and reports from the labora- 
tory will be doubted. I remember a physieian 
who looked at the biopsy of a benign nodule 
on his larynx and promptly stated that it had 
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been substituted for a slide which showed his 
malignancy. You are dealing here with a deep 
seated psychiatric problem which requires refer- 
ral to a psychiatrist. 

Lt. Col. William G. Bradley, USAF M. C.: 
What are your yardsticks, Dr. Hollender, for 
telling a patient that he does have cancer? 

Dr, Hollender: We have no rules of thumb, 
but we believe that a clear appraisal of the 
patient’s circumstances will give us at least 
part of the answer. We should be familiar with: 
(1) the patients total life situation, (2) his 
current adjustment pattern, (3) his previous 
handling of life stress, (4) his attitudes and 
general out-look, and (5) his current home 
situation. Even then it is difficult to predict 
how the patient is going to respond, because 
his response will be conditioned by other fac- 
tors, for instance the location of his lesion, 
the prognosis and practical considerations which 
may include his religious belief and his economic 
status. Some physicians prefer to be guided by 
the patient. As a whole, this is a dangerous 
procedure. Some patients may be afraid to ask 
questions about the diagnosis. If the truth is 
to be told, it is probably a good technique to 
combine it with the clearly worked out program 
so that the patient has something to hold on 
to. One must be on one’s guard, on the other 
hand, if the patient says that he can accept 
the truth no matter how bad; too many are 
whistling in the dark. 

Gradual telling is probably an undesirable 
compromise since it may make the patient more 
anxious. If the firognosis is good, hope is the 
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greatest psychological asset. Even so, the right 
setting is imperative. The facts should be told 
in privacy so that the patient has adequate 
time to absorb them and to clarify his thinking. 
It should be your goal to have the patient 
accept his situation as an inevitable fact with 
necessary seriousness, but without excessive 
gravity. 

If the prognosis is poor, the physicians role 
becomes even more important. So often one 
finds that physicians are too busy to visit in- 
curable or dying patients. They are trying to 
avoid the feeling of hopelessness, impotence, 
and perhaps defeat which must be acknowl- 
edged if life cannot be prolonged. One must 
be aware of the forces within ones self in 
handling incurable patients. Taylor and Slaugh- 
ter say that there is a hard way and a soft 
way to handle patients who have a rapidly 
growing cancer and metastases. The hard way: 
tell him that he is going to die and there is 
nothing you can do to control his illness. The 
hard way means complete rejection. The soft 
way is your promise to give him your help and 
your support when he needs it most. 

Lt. Col. Bradley: Tf you are in doubt whether 
or not to tell a patient that he has cancer, 
would you inform his family about it? 

Dr. Hollender: Yes, someone ought to be told. 
But one must be almost as certain of the relative 
of the patient as of the patient himself. Physical 
appearance doesn’t always permit prediction of 
emotional stability. The frail, old mother may 


‘be a pillar of strength while her husky, virile- 


looking son may crumble under the impact. 
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Peter C. Rumore, M.D., Effingham 


TUDY of the external secretion of the pan- 
creas in man has depended on the collection 
of pancreatic juice in one of two ways. Firstly, 
by means of ingenious multiple lumen tubes 
aspiration of the duodenum has been accom- 
plished. The study of this fluid is complicated 
by mixture with succus entericus and bile. Sec- 
ondly, secretions may be obtained from external 
pancreatic fistulas. In this case, secretions are 
uncontaminated, but do have an unphysiologic 


exit and may be affected by the underlying. 


pathologic condition. 

A review will be made in this presentation 
of the characteristics of, and factors affecting 
external pancreatic secretion, and also the ex- 
cretion of certain substances in this secretion. 
The treatment of external pancreatic fistula 
will be outlined. This data will be correlated with 
the results of many personally conducted pro- 
cedures on a case of external pancreatic ‘fistula, 
which was observed and studied for a period 
of nine months. This includes the effect of 
certain factors on the amount of pancreatic 
secretion, and the excretion of antibiotics 
through the pancreas. 

This study should be of value in increasing 
the knowledge of pancreatic function, in the 
choice of treatment of external pancreatic 
fistula, and in the understanding of pancreatic 
disorders. 

Etwlogy: External pancreatic fistula results 
from direct penetrating trauma or from surgery. 
The surgery most likely to result in a fistula 
consists of: 1. Marsupialization of a pancreatic 
cyst, 2. accidental injury to the pancreas during 
procedures on nearby organs, and 3. resections 
of portions of the pancreas. 

The first category is well illustrated by the 
following case history: 

Case 1: This 43 year old white male, laborer, was 
admitted with a diagnosis of recurrent pancreatitis, 
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External 


PANCREATIC FISTULAS 


manifested by repeated attacks of epigastric pain radi- 
ating to the left lumbar region accompanied by nausea 
and vomiting. During these attacks, serum amylase rose 
to 240 units (normal is 40), and serum lipase to 200 
units (normal is 120). Relief was obtained only by 
narcotics. He lost weight rapidly. A gradually enlarging 
mass was palpated in the epigastrium. Two months 
after admission, surgery was performed. A pancreatic 
cyst presenting between the stomach, spleen, and splenic 
flexure of the colon was marsupialized. Two liters of a 
green, viscid fluid were evacuated. Analysis of this 
fluid revealed 181 units of amylase and 436 units of 
lipase. The postoperative course was uneventful with 
rapid gain in weight and strength. However, a sinus 
with an opening 4 mm. in diameter persisted in the 
center of the scar until its excision by surgery, nine 
months later. Through this opening there was a con- 
tinuous discharge of a clear opalescent fluid, which 
produced a severe very distressing skin excoriation. A 
polyethelene tube, 4 mm. in diameter was placed in this 
opening for a distance of 5 cm. Thus the secretions did 
not contact the skin, allowing it to heal. The secretions 
were easily collected for analysis. The injection of 
lipoidol through this tube revealed a channel to the tail 
of the pancreas. There was no connection between this 
and any ducts leading to the gastro-intestinal tract. 
This is a case of a pancreatic cyst, the latter being 
secondary to a recurrent pancreatitis. 

That injury to the pancreas does not always 
result in permanent pancreatic fistula is well 
exemplified by the following case. 

Case 2: A 34 year old white male, laborer, was 
operated elsewhere for a complicated duodenal ulcer. 
According to the operative record, the ulcer and ad- 
jacent duodenum were shaved off the pancreas, with 
evident injury to the pancreas. Ascites and a rapidly 
downhill course ensued two weeks after surgery. Sev- 
eral abdominal paracenteses were necessary, up to 
5,500 ccs. of a clear, opalescent fluid being removed at 
one time. Fluid analysis revealed an amylase of 174 
units and lipase of 460 units Serum amylase was 111 
units, and serum lipase was 122 units. A diagnosis of 
chemical peritonitis due to leaking pancreatic juice was 
made. There was no evidence of a purulent peritonitis. 
Under local anesthesia several rubber drains were placed 
through an’ abdominal incision into the region of the 
head of the pancreas. A large amount of clear, opales- 
cent fluid was evacuated. Two weeks later, drains were 
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placed in the right lower quadrant because of a localized 
collection of fluid there. He made an astounding and 
uneventful recovery, gaining 50 pounds in two and a 
half months. After removal of the drains, the amount 
of fluid drainage from the wounds rapidly decreased, 
with healing of the wounds in two weeks. Apparently, 
not only must a pancreatic duct be injured, but its con- 
nection with the gastrointestinal tract must be com- 
pletely blocked for a permanent external pancreatic 
fistula to develop. This, then, must be considered a 
temporary external pancreatic fistula. 


Pancreatic Secretion: The secretion of the 
pancreatic juice is conceded to be under the 
control of both humoral and neural factors. 
In general, the humoral factors are elaborated 
by the stomach, and duodenum in the form of 
secretin and pancreozymin.' The neural factors 
are associated with the autonomic nervous sys- 
tem. Vagal stimulation will increase the amount 
of secretion slightly, but will make the secre- 
tion markedly viscid. In general, cholinergic 
drugs increase secretion, whereas adrenergic 
drugs decrease secretion. It must be remembered 
that these drugs also act on the formation of 
secretin and pancreozymin, so that neural factor 
cannot be completely dissociated from the 
humoral factors. 


The characteristics of pancreatic secretions 
collected through external pancreatic fistulas 
have been well recorded by many investigators. 
These are summarized in Table 1. The largest 


TABLE 1 


CHARACTERISTICS OF PANCREATIC 
FISTULA FLUID: 


Reports 
30 to 1770 cc/day 12-150 cc/day 
Clear, opalescent Same 
1.002 to 1.015 1.012 
7.5 to 9.0 


Case 1 
Amount: 
Color: 


Sp. Grav. : 
Ph: 7.5 to 8.4 


volume reported was 1770 ccs. per day in a 
25 year old male following a gunshot wound.’ 
This man had normal gastro-intestinal func- 
tion with good fat digestion so that it was 
assumed that at least 700 ccs. of pancreatic 
juice entered the duodenum. Thus, the total 
amount of juice secreted by the pancreas in 
this patient must have exceeded 2400 ces. per 
day, far in excess of any previous estimate. 


‘The chemical constituents of pancreatic juice 
are summarized in Table 2. It is evident that 
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TABLE 2 


CHEMICAL CONSTITUENTS OF PANCREATIC 
FISTULA FLUID: 


Reports Casz 1 
134-149 mEq/L 

3.8-5.4 

0.28-0.78 

0.4-4.7 

35-105 


Sodium 
Potassium 
Magnesium 
Calcium 
Chloride 
Bicarbonate 
Total Proteins 
Albumin 
Globulin 

Urea Nitrogen 
NPN 

Uric Acid 
Sodium Chloride 


260-500 mgm.% 
149-300 
120-200 


0.12-1.22 
355-521 mEq/L 


large losses of pancreatic fluid through an ex- 
ternal pancreatic fistula can lead to fluid and 
electrolyte imbalance.. This is often manifested 
as a sodium and bicarbonate deficiency.’ Rarely 
a calcium deficiency may be noticed. 

The main enzyme constituents of pancreatic 
juice consist of trypsin, lipase and amylase. 
(Table 3). The concentration of these vary wide- 


TABLE 3 


ENZYME CONSTITUENTS OF PANCREATIC 
FISTULA FLUID: 


Case 2 
174 units 
460 units 
not tested 


Case 1 
1350 units* 
435 units* 
not tested 


Reports 
1325 units 
Lipase : 5290 units 
Trypsin: 1089 units 

* Average of 26 specimens 


Amylase: 


ly, depending on many physiologic and psychic 


factors. In general, vagal stimulation produces 
a secretion with more concentrated enzymes, 
whereas secretin stimulation results in a larger 
amount of a more dilute secretion. Amylase and 
lipase are readily tested by direct digestive 
tests. However, trypsin is present in the in- 
active form, trypsinogen, and must be activated 
prior to testing. Trypsin testing is difficult, 
has not been too well standardized, and there- 
fore is rarely reported. Three authors *:'*-'* have 
reported trypsin activity, each using a different 
substrate. No correlation can be found in their 
figures. 

Factors Affecting Pancreatic Secretion: Fac- 
tors which have been tested by various investi- 
gators on the secretion of juice through an 
external pancreatic fistula are listed in Tables 
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TABLE 4 
. FACTORS INCREASING PANCREATIC 
FISTULA SECRETION: 


Oral: 
Food* Water (a) 
Hydrochloric Acid Whiskey (a) 
Coffee (a) 

Duodenal Instillation : 
Food 

Parenteral : 
Secretin* Pilocarpine (a) 
Mecholyl chloride (a) Caffeine 
Histamine I.V. fluids in large amounts 
Physostigmine (a) 

Psychic: 
Food anticipation (a) 

Miscellaneous : 
Splanchnic block 

*Noted in Case 1. 

(a) Contrary action also reported. 


TABLE 5 
FACTORS DECREASING PANCREATIC 
FISTULA SECRETIONS: 


Oral: - 
Hunger* Magiiesium Sulfate 
Gastric suction* Bile salt 
Banthine* Olive Oil (a) 

Duodenal Instillation with Gastric Suction: 
Olive Oil Sodium bicarbonate 
Water 

Parenteral: 

Atropine* Morphine* 
Banthine* (a) Demerol* 


Epinephrine Tetra ethyl ammonium chlogide 
Ephedrine Dihydroergotamine 
Papaverine nitrate 
Psychic: 
Psychic trauma 
Miscellaneous : 
Smoking (a) 
*Noted in Case 1 
(a) Contrary action also reported. 


TABLE 6 
FACTORS HAVING NO EFFECT ON 
PANCREATIC FISTULA SECRETION: 


Oral: 
Sodium bicarbonate (a)* 
Dextrose-50% 
Ephedrine* 
Cortisone 


Instillation into jejunwn : 
Food 

Parenteral : 
Strychnine Isotonic saline 1V 
Furmethide 5% dextrose in D/W IV 
Sodium luminal Ethyl alcohol IV 


*Noted in case | 
(a) Other action also reported. 
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4, 5, and 6.751474 Many of the established 
tests were not repeated in this study because 
of the emphasis placed on the excretion studies. 
The factors tested in Case 1 are indicated in 
the tables. Some of the factors tested and re- 
ported have given contrary results. These fac- 
tors are listed under the dominant action, with 
a note made that contrary action was reported 
by at least one investigator. In general, the 
most potent factors in decreasing pancreatic 
secretion are gastric suction, Banthine, atopine 
and ephedrine. The latter did not decrease secre- 
tion in our tests. Secretin injection is the most 
potent stimulant of pancreatic secretion. It will 
nullify the effect of gastric suction, and its 
effect will only be diminished by Banthine or 
atropine. 

Pancreatic Excretion: Only in recent years 
has the excretion of various substances through 
the pancreatic juice been studied. (Blood levels 
and pancreatic excretions of antibacterial agents 


~ are listed in Table 7). Excretion of antibiotics 


has been studied by one group of investigators 
(Howard, et al)": In a personal communication, 
Howard reports that finding of penicillin in 
pancreatic secretion has been confirmed in 
several cases. In our case, the absence of peni- 
cillin activity in the secretion can be explained 
by the development of a penicillinase. The 
Choloromycetin test in our case cannot be con- 
sidered valid. due to resistance of the test 
organism to this antibiotic. 

In a masterful paper on antibiotics for surgi- 
cal infections of the gastro-intestinal tract, 
Pulaski’® notes that sulfanilamides, penicillin 
and streptomycin administered parentally were 
recovered in secretion from pancreatic fistulas 
in three such cases. Aureomycin, chlorampheni- 
col, terramycin and polymyxin could not be 
thusly recovered. 


The treatment of pancreatic fistula: 

Most pancreatic fistulas close spontaneously 
within six to eight weeks after their occurrence. 
The problem is the choice of treatment in per- 
sistent pancreatic fistula. 


The first consideration is the general support 
of the patient. Fluid and electrolyte, especially 
sodium, bicarbonate, and often calcium, replace- 
ment is necessary if large amounts of pancreatic 
juice are lost. Nutritional deficiency due to 
poor digestion must be corrected by collecting 
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TABLE 7 


ANTIBACTERIAL AGENT EXCRETION THROUGH PANCREATIC FISTULA: 


Agent Reports Case 1 
Serum Secretion Serum Secretion 

Penicillin — “High concentration” 7.5 units/cc 0 
Streptomycin “Sl. activity” 11* 2* 
Aureomycin —— “No activity” 2.4* 0 
Chloromycetin Not reported 0 0 
Terramycin Not reported ES* 0 
Sulfanilimide” 8.5 mgm.% 8.5 mgm.% not tested 
Sul fadiazine™ 8.1 mgm.% 8.1 mgm.% not tested 


*|_xpressed as micrograms per cc. 


the pancreatic juice and returning it to the 
digestive tract by means of a stomach tube or 
by flavoring it with grape juice. Any associated 
alnormal condition such as anemia’ must be 
corrected. 

An important consideration is the protection 
of the skin around the fistula. Pancreatic juice 
is very irritating to the epidermis, especially 
if some serum is present to activate trypsinogen. 
The most successful method of protection of 
the skin is to cannulate or intubate the fistula 
so that the secretions may be collected in a 
container and thus do not come into contact 
with the skin. Aluminum paste, Ladd and Gross 
paste, or silicone cream may be of benefit to 
irritated skin after the flow of juice has been 
diverted. 

Once the satisfactory general status of the 
patient has been assured, conservative measures 
may be utilized. The oldest reported regime 
was instituted by Wohlgemuth in 1907. It con- — 
sists of a high’ fat, low protein, carbohydrate 
free diet with large doses of sodium bicar- 
bonate by mouth. Thus, empirically, these de- 
ficiencies were corrected before they were postu- 
lated by modern clinical and laboratory means. 
Also, suggested have been exclusive parenteral 
feedings, and other agents and foodstuffs which 
have been shown to decrease pancreatic secretions 
in any and all combinations. At present, Ban- 
thine seems to be the drug of choice. A word of 
caution in using powerful antisecretion agents 
is in order. In case 1, with Banthine and gastric 
suction the amount of secretion was markedly 
decreased, but the viscosity was’ increased to 
the point that the tube became plugged. This 
led to an exacerbation of pain with increased 
serum amylase and lipase, requiring narcotics 
and fluids for relief. Several investigators feel 
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that the very process of restoring and main- 
taining fiuid and electrolyte balance will often 
lead to spontaneous closure of the fistula. This 
is true if communication exists between the 
fistulous tract and the gastri-intestinal tract 
by means of pancreatic ducts, as was probably 
the situation in Case 2. 

If there is no improvement in six weeks to 
six months, or if it is too difficult to maintain 
the status of the patient, surgical correction 
must be instituted. Surgery consists of : 1. Dis- 
section of the fistula with implantation of the 
distal end into the gastrointestinal tract; 2. Dis- 
section of the fistula to its junction with the 
pancreas, and excision of the fistula at this point ; 
3. Dissection of the fistula to the pancreas, and 
excision of the portion of the pancreas and 
fistula en bloc. This latter procedure can only 
be used if the distal portion of the pancreas is 
involved. 

The first method is often the only possible 
one. The second is used only as a hopeful last 
resort since it is often unsuccessful. The last 
method is the most desirable. 

In Case 1, ten months of observation and con- 
servative therapy, including Wohlgemuth regime, 
gastric suction, Banthine, atropine and ephedrine 
resulted in no improvement. At surgery, it was 
possible to resect the fistulous tract and the distal 
four centimeters of the tail of the pancreas en 


bloc. Recovery was uneventful. 
SUMMARY 


1. A resume of the etiology, secretion, excre- 
tion, and treatment of external pancreatic fistula 
has been presented. 

2. The findings in a case of permanent, and 
one of temporary external pancreatic fistulas are 
correlated with reports in the literature on ex- 
ternal pancreatic fistulas. 
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3. Of the factors affecting pancreatic secre- 
tions, secretin is the most potent stimulant, and 
gastric suction and Banthine are the most potent 
depressants. 

4. Of the antibacterial agents, penicillin, strep- 
tomycin, sulfanilimide, and to a lesser extent, 
sulfadiazine is excreted in the pancreatic juice. 

5, A plan of approach to the treatment of ex- 
ternal pancreatic fistula has been presented. 

6, Caution is urged in the use of potent anti- 
secretion agents because of the possibility of 
inspissation of secretion and blocking of the 
outlet channels. This may also be of importance 


of other types of pancreatic disorders. 
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Exfoliative cytology 
The future will see the cytologist invited into 


the operating room itself for the help he can 
give the surgeon. One author has reported a 
technic of making smears rapidly from lymph 
nodes and using the findings as a guide in de- 
ciding the extent of node excision in conjunction 
with surgery for cancer of the cervix. Others 
have examined neurosurgical material with help 
in doubtful cases. In many areas of the body 
surgery can now be extended with reasonable 
safety to limits never previously envisioned and, 
as a consequence, the question is raised more 
and more frequently whether treatment may not 
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sometimes be more radical than the disease war- 
rants. Obviously, the one fact that can decide 
this question in the presence or absence of mi- 
croscopic extension of cancer at the periphery 
of dissection. Frozen-tissue examination is a help 
but only if the pathologist knows where to take 
the section for study, and in the absence of gross 
tumor, this is guesswork. One can visualize the 
possibility of making multiple smears from the 
areas most likely to be involved and then using 
the tissue technics in the specific localities that 
show a suspicious cytologic picture. Howard 
Ulfelder, M.D., Exfoliative Cytology. New Eng- 
land J. Med., May 27, 1954. 
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» NE of the most distressing problems in preg- 

nancy is the varicose vein. The esthetic sense 
and physical comfort of the patient is greatly dis- 
turbed. It is a difficult manifestation for the 
physician to control and at times causes him 
to convey an attitude of indifference. The pa- 
tient meanwhile anxiously awaits the termination 
of pregnancy before relief is obtained. 

‘The physiological changes in pregnancy, with 
an enlarging uterus produce an increase in the 
intra-abdominal tension with a proportionate 
increase in the hydrostatic pressure in the lower 
limbs. A competent and strong saphenous sys- 
tem may become relatively incompetent and di- 
late during pregnancy because of its normal 
elasticity. Hydrostatic pressure is transmitted 
through the communicating veins between the 
superficial and deep systems. The pressure in- 
creases towards the ankle because of gravity. In 
the gravid there is an additional factor of a 30% 
increase in the total blood volume with a 40% 
increase in the plasma volume. The hydremia 
reaches its maximum at the seventh month of 
pregnancy at which time it remains constant or 
gradually diminishes. 

During pregnancy all subjective and objective 
manifestations of varicose veins are accentuated. 
In the vulvar and lower extremities there is 
pain and edema on prolonged standing. Im- 
provement occurs on walking but again becomes 
annoying after protracted standing. When the 
patient arises from a recumbent or sitting pos- 
ture a sudden jarring sensation is experienced in 
the legs as the varicose veins rapidly distend. 
There is soreness in the calf muscles and skin 
over the course of varicose veins. A heavy throb- 
bing pain is noted in vaginal varices. 

Presented before the Section on Obstetrics and 


Gynecology, 114th Annual Meeting, Illinois State 
Medical Society, Chicago, May 18, 1954. 
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Management of 


VARICES IN PREGNANCY 


Rocco V. Losraico, Jr., M.D., F.A.C.S., Chicago 


Objectively the veins are either visible or 
palpably dilated. They are usually tortuous 
throughout the distribution of the vulvar or 
saphenous system. Localized bulging in the wall 
of the saphenous or its tributaries represents 
a blow out formation at the level of an incom- 
petent perforating tributary. 

Complications may appear as a sudden mas- 
sive hemorrhage from a dilated friable superficial 
varix occasionally following even minor trauma. 
It may occur in the vagina, vulva, or legs. Dur- 
ing childbirth a vaginal or vulvar varix may rup- 
ture spontaneously with descent of the head ob- 
structing delivery by a huge dissecting hema- 
toma. It may occur in the primipara as well as 
a multipara. A hematoma may follow an 
episiotomy or laceration through a varix by 
forceps extraction. The hematoma may dissect 
its way upward between the connective tissue 
retroperitoneally to the level of the kidney or 
even the diaphragm resulting in a fatality. 
Ruptured varices in the junction between the 


_ upper and lower uterine segments may cause a 


fatal internal hemorrhage. Intraligamentous 
hematomas have also formed during a delivery. 
Subcutaneous ecchymosis with trivial trauma is 
a relatively frequent complication. 

Edema of dependent parts associated with 
varicosities appear in the vulva and the lower 
extremities. Hemorrhoidal veins can develop 
varices either coexistent with or in the absence 
of varicosities elsewhere. Thrombi in hemor- 
rhoidal veins as well as rupture and bleeding 
with fissure formation may occur. Thrombosis 
in vulvar varicosities are extremely painful. 

Thrombophlebitis is more common in the vari- 
cose veins of pregnancy. It may occur in the 
antenatal period. It is due to a combination of 
low grade infection and malnutrition in the 
vessel wall. Immobilization for long periods 
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of time in bed with an associated illness causes 
a.retardation in the return flow that is already 
impeded by direct pressure precipitating an in- 
fected thrombus of the veins. Injury affecting 
the superficial veins of the legs must be a dis- 
tinct possibility as a result of the contortions in 
the stirrups during delivery. While the majority 
of thromboses are of the non-inflammatory nature 
there is no doubt that infection plays an active 
role in some instances. Septic thrombophlebitis 
and fatal septicemia are not an unkown sequelae 
from cellulitis or erysipelas in the leg with nu- 
tritional impairment. Varicose ulcers may appear 
before there is a marked increase in the intra- 
pelvic pressure. Cellulitis produced by the hemo- 
lytic streptococcus starts at the edge of these 
ulcers; it is marked by a sudden intensification 
of pain and systemic toxemia. 

The incidence of thrombophlebitis and pul- 


monary embolism is no greater following delivery 
than that following general surgery. Pulmonary 


embolism may occur before or after throm-- 


bophlebitis: manifests itself clinically. Matthews’ 
reports fatal cases commonly occur within the 
first 10 days postpartum. The remaining fatal 
cases between 11 and, 35 days postpartum. 


The treatment of varicose veins in pregnancy 
depends upon the period of gestation that the 
manifestation is symptomatic.. In the early 
trimester thé varicose veins are not prominent, 
but become progressively noticeable. Conserva- 
tive management with sclerosing agents, elastic 
stockings and tensor bandages have been success- 
ful in the isolated localized segment of vari- 
cosity of the leg with no associated incompetent 
vein as yet developed. The effect of the rubber- 
ized stocking is one of compression controlling 
the associated interstitial edema. To be effective 
the elastic stocking must be measured to con- 
form to thevleg extending above the knee to a 
level in the thigh which adequately compresses 
the weakened saphenous system. Elevating the 
extremity a few hours each day will aid in 
diminishing the muscle fatigue and the de- 
pendent edema. The isolated localized segments 
of varicosities with no associated incompetent 
vein are generally secondary in character and 
will regress after pregnancy in most cases. 


Varicose veins associated with one or more 
incompetent veins in pregnancy as well as at 
other times is best treated surgically. Sclerosing 
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substances are not recommended since they will 
not work in a high pressure dilated system, 
and if they do locally obstruct the vessel, the 
high pressure will merely bring about the de- 
velopment ‘of collateral varicose veins. Julian? 
advises the intra-luminal stripping before the 
fifth month of pregnancy. Extra-luminal strip- 
ping with individual ligation of the perforating 
branches may be Tequired if there has been-a 
segment of pre-existing obstruction in the 
saphenous system. 

If the patient is examined after the fifth 
month and found to have varicose veins that meet 
the surgical criteria, then ligation of the saphe- 
nous vein and its tributaries at the fossa ovalis 
is performed. An elastic stocking is then worn 
day and night and must extend above the knee 
to be of any value. Sclerosing substances may 
be injected after 3 to 6 months postpartum into 
the remaining varices. 

Intraluminal stripping is not recommended 
after the fifth month of pregnancy for fear of 
causing a deep vein thrombosis. The circulation 
in the deep veins are under increased hydrostatic 
pressure which may lead to clot formation in 
the sites of the avulsed perforating vein. Pul- 
monary embolism may be a consequence or there 
may be embarrassment of the return circulation 
in the lower extremity. 

The painful vulvar varicosity is treated with 
tight compression employing the vulvar pad. If 
the vulvar veins becomes thrombosed they are 
ligated and resected. 

Vaginal varicosities cannot be treated prena- 
tally. When hematomas form before, during or 
after delivery they are evacuated. No attempt 
at ligation is made since wherever the needle 
is inserted varicosities are encountered producing 
more bleeding. The best control is a tight vaginal 
pack for 24 to 36 hours. 


Hemorrhoids are reduced easily by the patient 
for comfort. Anesthetic ointments, suppositories 
and lubrication are adjuncts in the control. The 
thrombotic hemorrhoid requires excision of the 
clot. Definitive surgery for hemorrhoids should 
be postponed until 6 weeks postpartum when the 
edema has subsided. he 

Varicose ulcers may follow sclerotherapy dur- 
ing pregnancy if given after the fifth month. 
Ulcerations may appear before there is a marked 
increase in intrapelvic pressure. Varicose ulcers 
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cau be prevented by treating varicose veins early 
with special care. Treat deep vein thrombosis 
properly. Prescribe foot care and fungus eradica- 
tion to prevent eczema. Control the weight and 
protect the limbs against trauma. Avoid pro- 
longed standing. 

\Sechymosis can be treated by applying exter- 
na! pressure and elevating the leg. After active 
bleeding has ceased hasten absorption of blood 
with either dry or moist heat. Cellulitis and 
erysipelas are controlled by heat, rest, elevation 
an’ anti-biotics. Eczema has been treated with 
x-ray therapy and paravertebral block. 

‘hrombophlebitis may be prevented by cau- 
tion during the delivery of a patient with vari- 
cose veins. Do not keep the patient in stirrups 
too long and cushion the popliteal space against 
rigid sharp supports. If possible, delivery without 
stirrups would be better. Daily palpation of 
varicose veins for thrombi:or tenderness along 
the saphenous system will forewarn the physi- 
cian. Not only must we consider potential infec- 
tion in the saphenous but also the pampiniform 
plexus if. the patient develops a course of low 
grade fever with pelvic discomfort. With ex- 
tensive vaginal manipulation and instrumenta- 
tion, prophylatic chemotherapy is recommended. 

Karly ambulation has reduced but not pre- 
vented the frequency of thrombophlebitis. The 
management of acute thrombophlebitis is a 
debatable issue. Bed rest with elevation of the 
leg, dry or moist heat application plus chemo- 
therapy affords good results. Others advocate 
ligation of the saphenous vein and its tribu- 
taries at the fossa ovalis with antibiotics and 
early ambulation. Dicumoral and heparin have 
heen discouraged in pregnancy because of un- 
controlable hemorrhage from the uterine sinuses. 
Conrad Collins’ will ligate the vena cava and 
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ovarian veins as a life saving measure in as- 
cending severe thrombophlebitis. He reports 59 
cases of acute suppurative thrombophlebitis with 
ligation of the vena cava and ovarian veins in 
patients failing to respond to a medical regimen 
after 4 to 5 days. 88 per cent survived and 12 
per cent died. Lumbar sympathetic blocks or 
resections are done relieving arterial spasm oc- 
casioned by ligation of a large venous trunk. 

The prognosis for varicose veins in future 
pregnancies even though treated is not encour- 
aging. They will become progressively worse if 
not treated and those that are treated develop 
incompetent veins from the remaining saphenous 
elements. Thrombophlebitis which appeared to 
be cured during the last pregnancy and was 
quiescent during the intervening non-pregnant 
state will suddenly flare up in subsequent preg- 
nancies. Failure to recover results in permanent 
varicosities which may be due to inherent con- 
nective tissue deficiency, hormonal changes, an- 
atomical variations, heredity, obesity, defective 
valves and occupation. 


SUMMARY AND CONCLUSIONS 
The management of varices in pregnancy is 
generally a palliative measure. Regardless of 
whether the management is conservative or 
surgical, the varicosities will recur in new com- 
ponents in subsequent pregnancies. Caution 
should be exercised during delivery to prevent 
complications. Close observation for thrombo- 
phlebitis will initiate early therapy and reduce 
the morbidity. 


30 N. Michigan Ave. 
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CESAREAN 


WituiaM W. Curtis, M.D., Springfield 


HE increasing use of cesarean section in re- 

cent years has followed in normal sequence 
the improving surgical technique, availability of 
blood, antibiotics, and much improved anesthesia. 
These factors have removed cesarean section from 
its first use—the emptying of the pregnant 
uterus of dead or dying women during the reign 
of the Roman Kings—to a life-saving operation 


in our modern operating rooms. In view of these - 


facts, we are frequently warned of a trend toward 


over-utilization of this procedure. 
MATERIAL 


This is a report of 289* consecutive cesarean 
sections in a 250 bed general hospital in central 
Illinois, the Springfield Memorial Hospital. All 
operations were performed by members of the 
Staff, including obstetricians, general surgeons 
and general practitioners. The youngest patient 
was 17 years, the oldest 45, with an average age 


of 28.1 years. 
INCIDENCE 


Table No. 1 shows the increasing incidence 
during the period covered. 


Total 
Deliveries Sections Per cent 

1948 1029 39 3.79 

1949 1031 45 4.36 

1950 951 44 4.62 

1951 1042 59 5.66 

1952 1129 44 3.89 

1953 1149 58 Soy 
_ 6331 289 4.4 average 
per cent 


*13 records unsuitable for analysis; total used 276. 
This increasing instance follows the progress 
in improved safety of the procedure and the 


Presented before the Section on Obstetrics and 
Gynecology, 114th annual meeting, Illinois State 
Medical Society, May 18, 1954, Chicago. 
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SECTIONS 


in a Nonteaching General Hospital 


broadening of the indications. We no longer 
hear the old dictum, “The lower the ceserean 
section rate the better the obstetrical service’. 
1 feel that this increased use is warranted, but we 
must take care to use it only when indicated. 
Our incidence varied 3.79% to 5.66%, with an 
average of 4.61%. This compares favorably with 
incidence throughout the country. D. G. Tollifson 
reports 11%. M. Edward Davis? reports approx- 
imately 5%. William E. Studdiford and Wayne 
H. Decker’ report slightly over 4%. In our hos- 
pital there have been no high forceps deliveries 
during these years, and this is certainly the re- 
sult of the increasing use of cesarean section. 


AGE AND PARITY 


Table 2 

Age Age Age 
Parity 17-25 26-35 36-45 Total 
0 45 22 5 72 
I 37 50 15 102 
II az 30 11 63 
III 2 15 5 22 
IV & over 3 5 9 17 
109 122 45 276 


The great majority of the cesarean sections 
occur in the small parity patients due to the high 
incidence of cephalopelvic disproportion and pre- 
vious section in this group. In this series, 184 
sections (66.6%) were done for one of these 
indications. Another factor is the practice of the 
great majority of our Staff to do a sterilization 
procedure at the time of the third cesarean 
section. 


INDICATIONS 
Table 3 
Cases Per cent 
Cephalopelvic disproportion ............ 60 21 
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Plecenta praevia 

Premature separation of placenta .... 
(Transverse 5 
(Extended head 1 
(Large breech 
(Compound 


Mz iposition 
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"he 9% shown as others in Table 3 includes 
previous gynecological surgery, cardiac disease, 
kidney disease, pelvic tumor, increasing anti-Rh 
tit:e, congenital anomalies in the mother, inertia, 
ru; (ured uterus and others. Some of these indica- 
tious are not generally accepted by many authori- 
tie-. The literature is peppered with articles 
sugvesting vaginal delivery after previous sec- 
tions. I think this is a worthy procedure in 
selected cases and under ideal hospital conditions. 
Th: majority of downstate physicians do not 
ha\« such facilities; therefore, I practice, “Once 
a section always a section”. A few ruptured 
uteri made a strong impression on your essayist. 
My experience with pregnancy in ‘cardiacs is 
limited, but I have found no occasion to go con- 
trary to my teaching that cesarean section is of 
no benefit in cardiac patients unless there is a 
definite obstetrical indication. The use of ce- 
sarean section in cases of rising Rh-antibody 
levels remains of questionable value; certainly 
it should not be used before the 37th week, be- 
cause the problem of prematurity is encountered. 
Premature separation of placenta and abruptio 
placentae are treated by both vaginal and opera- 
tive delivery. The former is preferable but I do 
not hesitate to .operate if labor does not ensue 
after rupture of "the membranes. 


OPERATIVE PROCEDURES 
‘The cases were almost equally divided between 
low cervical and classical sections, 130 and 141 
respectively. There were five Porro sections which 
were done for hemorrhage or uterine pathology. 
The operators were 142 cases by specialists and 
134 cases by the general surgeons and general 
practitioners. There were 100 bilateral tubal 
ligations, two ovarian cystectomies, seven ap- 
pendectomies, and three myomectomies, at the 
time of cesarean section. I personally feel that 
the doing of an elective appendectomy at the 
time of a cesarean section is meddlesome sur- 
gery. 
The routine use of tubal ligation, only with 
the patient’s wholehearted agreement, after the 
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third cesarean section is open to question but is 
generally accepted. I have done a fourth section 
and assisted on a sixth, but I felt both procedures 
were rather foolish maternal risks because all 
previous children were living and well. Regard- 
less of the low morbidity and mortality in ce- 
sarean section, I feel that each section is a major 
operation with a definite risk (over and above 
that of normal vaginal delivery) to the mother 
and that three such risks to provide a family are 
enough for one patient. 

POSTOPERATIVE COMPLICATIONS 

Table 4 


Hemorrhage 
Phlebitis 


Pyelitis 

Pleural effusion 

Cardiac decompensation 
Hematoma abdominal wound 


Table No. 4 shows the postoperative compli- 
cations totaling thirteen cases. The remaining 
thirteen morbid cases had no diagnosis to ac- 
count for morbidity. Anemia is not listed as a 
complication because it is such a common find- 
ing in the portpartum period. All these patients 
responded to treatment and were discharged 
within fourteen days. 

MORBIDITY AND MORTALITY 

There were no maternal deaths in this small 
series. I realize that the number is too small to 
he significant—but think what one or two deaths 


_ would do to the statistics in such a series. 


In this group of patients we have 26 that 
were morbid, for a total of 81 days of morbidity. 
(Morbidity is used to indicate a temperature of 
100.4 on two consecutive days, excluding the day 
of surgery.) This gives a morbidity rate of 9.4%. 
George S. Zaron reports 13.48% in patients re- 
ceiving prophylactic penicillin and 36.94% in 
those not receiving prophylactic penicillin. I 
feel that this low morbidity is due to the gener- 
ous use of antibiotics, whole blood transfusions 
and early ambulation. One hundred and seventy- 
five patients, 63.4%, received antibiotics and 
139 patients, 50.36%, received whole blood trans- 
fusions. In view of these facts, I suggest the 
prophylactic use of antibiotics, but warn that 
allergy must be carefully checked before. I have 
a great aversion to giving blood transfusions to 
an anesthetized patient, except in an emergency, 
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since I saw two patients die from transfusion 
reaction without regaining consciousness. I feel 
it is much safer to give blood after surgery with 
the patient awake, if possible. 

I feel that this and most morbidity reports do 
not consider a few very important complications : 
phlebitis, which may occur two to six weeks post- 
partum and occasionally sends a patient back to 
bed and the hospital, and occasional bowel ob- 
struction due to a loop of bowel being kinked by 
postcesarean section adhesions. The latter is one 
of the complications which may follow any 
abdominal operative procedure. 


Aspirin versus Cortisone 


A detailed report of a carefully controlled 
experiment on a comparison of cortisone and 
aspirin in the treatment of early cases of rheuma- 
toid arthritis, carried out by a joint committee of 
the Medical Research Council and the Nuffield 
Foundation, deals with 30 patients given corti- 
sone and 31 treated with aspirin. The dose was 
adjusted individually, and the patients were 
observed for a year. The course in these two 
groups was closely parallel in nearly all the 
reported characteristics — namely, joint tender- 
ness, range of movement in the wrist, strength 
of the grip, tests of dexterity of hand and foot, 
and clinical judgment of activity of the disease 
and of the patient’s functional capacity. The 
only advantage observed was the somewhat more 
favorable hemoglobin levels and sedimentation 
rates in the cortisone-treated group; no other 
differences were noted. On each treatment, the 
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SUMMARY 

The maternal factors in 276 consecutive 
cesarean sections have been reported. 

There was no mortality and the morbidity was 
9.4%. 

Prophylactic use of the antibiotics and a gen- 
erous use of whole blood is urged. 

A plea to keep cesarean section for use only 
when definitely indicated. 
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disease became inactive or only slightly active 
in about three-quarters of the cases. About two- 
fifths of the patients became capable of normal 
work or activity, and the therapies in these 61 
patients offered surprisingly little choice. An 
editorial note ends: “It would be ironical if the 
major practical outcome of the intensive work 
of the last few years is the discovery that aspi- 
rin, given in maximum tolerated doses, is the best 
and safest treatment for rheumatoid arthritis, the 
only common disorder for which cortisone is 
used.” 

Obviously, the tide is receding although per- 
haps somewhat more rapidly in Great Britain 
than in this country. It may now be possible to 
evaluate more calmly the role, however minor, of 
adrenocortical hormones in the management of 
rheumatoid arthritis and other conditions in 
which they have been used for purposes besides 
mere replacement therapy. Editorial, Receding 
Tide. New England J. Med. Aug. 26, 1954. 
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CASE REPORTS 


Lightning Pains of 


Controlled with 


TABES DORSALIS 
ACTH and Cortisone 


Invinc H. DistELHEIM, M.D. and Davin M. Couen, M.D., Chicago 


NYONE faced with the treatment of the pa- 

tient with tabes dorsalis having lancinating 
pains is aware of the discouraging results ob- 
tained with the use of any of the drugs and/or 
modalities employed to date. Thiamine chloride, 
protamide, x-rays of nerve roots, codeine, insulin, 
chloral hydrate, morphine, etc. have all proven 
disappointing. 

Unfortunately * the number of tabetics who 
suffer from lightning pains is high, ranging from 
73% to 88%.! These pains continue even after 
the syphilitic process has been eradicated. This 
apparently is due to the destructive changes 
which have occurred in the peripheral sensory 
neurons by the spirochetal action. However there 
is some difference of opinion as to the causus op- 
erandi of the pains. In 1924 Wagner-Jauregg 
concluded that the pains were caused by non- 
specific agents acting as irritants on nervous 
tissue that had previously been altered by the 
specific process of syphilis.? The reasoning being 
that many patients showed no signs and symp- 
toms of progressive tabetic involvement despite 
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the persistence of lightning pains. Orr and Rows’ 
also felt that the sensory neurons became acces- 
sible to the injurious effects of toxic substances 
because of the destruction by the tabetic process 
of the myelin sheaths of the posterior roots at the 
zone of entrance into the spinal cord.* 

In view of the reasoning cited above and of 


‘the known ability of ACTH and cortisone to 


counteract inflammatory processes, these drugs 
came to be considered as a means of controlling 
the lightning pains of tabes dorsalis. 

Mrs. M.D., a 57 year old white female, presented 
herself at the Mt. Sinai Hospital Clinic with a history 
of having had a questionable positive serologic test for 
syphilis sixteen years before. Her present complaints 
were that of having “shooting pains in both legs for 
the past ten years—worse in the past four years”. About 
seven years prior to being seen, the patient also noticed 
that her left ankle had become swollen and that motion 
was considerably limited. There was no antecedent in- 
jury to the ankle. The past history as well as the family 
history was essentially negative. There was no history 
of any genital lesions or skin rashes at any time. No 
treatment was instituted until 1947, when upon redis- 
covery of the positive serology the patient was given a 
series of arsenical and bismuth injections along with 
several courses of fever. The only available laboratory 
work done at that time in addition to the serological 
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test, was the spinal fluid examination, which showed a 
four’ plus Wassermann reaction and a colloidal gold 
curve of 5555544432. 

Physical examination was negative except for the 
following findings : 

Cranial nerves: Pupils fixed to light and accommoda- 
tions. Fundi — slight pallor in both discs. 

Reflexes: Biceps, triceps, and radial hyper-active on 
right, normal on left. Patellar and ankle reflexes absent 
bilaterally. 

Mental evaluation: Patient well oriented; no memory 
impairment—five digits recalled. 

Co-ordination: Patient had a marked ataxic gait. 
Romberg-four plus. Charcot joint of the left ankle. 

Laboratory findings: Serological tests for syphilis on 
March 28, 1949; January 9, 1952; and April 22, 1952 
revealed a negative Kahn and Kline test. 

Spinal fluid examinations were as follows: December 
12, 1950; Wassermann-four plus; gold curve-0000000000 ; 
no cells or protein reported. September 17, 1951: 
Wassermann-positive 32 units; gold curve-1123221000; 
protein-87.5% ; cells not reported. May 19, 1952: Was- 
sermann-positive 8 units; gold curve-2342100000; pro- 
tein-66% ; cells not reported. 

Urinalysis and CBC including a differential, Schilling 
count were within normal limits. 

X-ray of the left ankle revealed evidence of a com- 
plete ankylosis of the ankle joint and tarsus. No evi- 
dence of suppurative arthritis. Marked osteoporosis 
was present. Roentgenological changes were compat- 
ible with those seen in Charcot’s joint. 

In October, 1951 the patient was given 9.0 million 
units of penicillin with no resultant change in the 
symptomatic complaints, although the spinal fluid Was- 
sermann titre and protein dropped as seen in the labora- 
tory reports above. The patient was given thianfine 
chloride, codeine, phenobarbital, and aspirin for pain 
with no relief afforded by any of these medications. 

Method and Procedure: In order to establish a base 
line for the frequency of occurrence of the lancinating 
pains, a record was kept for one month. The pains oc- 
curred every day or every other day with the exception 
of one two day pain free period. On March 21, 1953 


the patient was admitted to the Mt. Sinai Hospital and 
ten units of ACTH in 5% glucose was administered 
intravenously. There was no pain that day, and the 
dosage was repeated for seven days, with no pain ex- 
perienced at any time. The patient also noticed an in- 
crease in mobility of the left ankle. ACTH was then 
stopped and cortisone, 100 mgms. daily (25 mgms. every 
six hours) was given with equal success. This dosage 
was reduced to 75 mgms. daily (25 mgms. every eight 
hours) on the third day and to 50 mgms. daily (25 
mgms. every twelve hours) on the fifth day, and main- 
tained at this level for the next fourteen days. Thus on 
steroid hormones the patient was pain free for a period 
of 27 days. Subsequent removal of the cortisone brought 
a return of the pain in three days, and a daily dosage 
of 25 mgms. was found to be an adequate maintenance 
dose. Spinal fluid examination on May 19, 1953 revealed 
the following: Wassermann-positive 8 units; protein- 
54%; cells-0; gold curve-0000000000. 


SUMMARY AND CONCLUSIONS 

ACTH and cortisone afforded an _ effective 
means of combating the lightning pains of tabes 
dorsalis in a case where the usual means com- 


--monly employed were non-effective. The mobility 


of the Charcot joint was considerably increased 
while on these hormones. 

ADDENDUM: After this paper was prepared 
for publication, Weiner and Mendelsohn re- 
ported corticotropin to be effective in treating a 
case of tabetic gastric crises.* 


25 E. Washington St. 
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Erythema Multiforme Bullosum 
Following 
Phenylbutazone Therapy 


SamuEL M. BLuEFars, M.D. and LEonaArp Ho tt, M.D., Chicago 


T HERE are many reports of toxic reactions 

iollowing phenylbutazone Butazolidin) 
therapy, a drug administered for the treatment of 
rhe:matoid arthritis and other rheumatic condi- 
tious. In one group studied’, 321, or 40 per cent, 
or 500 patients showed untoward reactions and 
121, or 15 per cent, had reactions of sufficient 
severity to warrant discontinuance of the drug. 
Anong these patients, 5.6 per cent had associated 
cutaneous manifestations which, in most cases, 
consisted of nonpruritie macular lesions which 
faded readily. However, two patients developed 
bullous erythema multiforme which healed in 
three weeks’ time. There was a tendency for the 
eruption to be more florid in areas exposed to 
sunlight. Eleven patients, or 24 per cent, of the 
45 patients who developed an eruption, had a 
previous history of drug sensitivity. Twenty-two 
patients were able to resume or continue the med- 
ication without recurrence or persistence of the 
eruption while in three patients (6 per cent) 
resumption of therapy was not possible because 
of recurrence of fhe skin eruption. 

The toxic reactions of this drug are of der- 
matologic interest since phenylbutazone therapy 
has been advocated for the treatment of psoria- 
sis*. The two reactions of primary concern to 
the dermatologist are the cutaneous manifesta- 
tions. which are probably of a hypersensitive al- 
lergic nature, and the hematologic reactions of 
agranulocytosis and thrombocytopenia. 'The cuta- 
neous reactions consist of (1) morbilliform erup- 
tions and urticaria, (2) erythema multiforme 
bullosum and (3) exfoliative dermatitis, while 
the symptoms associated with the hematologic 
reactions are (1) stomatitis and oral ulcerations 
and (2) purpura, 


From the Department of Dermatology, Cook 
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The incidence of morbilliform eruptions are 
mentioned by Kuzell', who noted two cases in 
his series. Other cases have been reported”*'*?, 
including the fatal case reported by Nathan, et 
al®. Bullous erthema multiforme in a patient 
having a mucocutaneous ocular syndrome was de- 
scribed by Charet and Siegel’ and a_ patient 
who developed exfoliative dermatitis, but sub- 
sequently recovered, was reported by Fishman 
and Reynolds*. 

Stomatitis may be manifested either by aph- 
thous stomatitis, as a mucocutaneous manifesta- 
tion of erythema multiforme bullosum, or in as- 
sociation with the agranulocytosis; in which case 
ulcerations may affect any portion of the oro- 
pharynx. Numerous instances of stomatitis have 
been reported and this symptom was a marked 
feature in the patient described by Heinz, et 
al®. Twenty-one patients (2.6 per cent) in 
Kuzell’s' series had aphthous stomatitis of 
varying severity, not associated with leukopenia, 
while four women in this series had purpura in 
association with thrombocytopenia. The fatal 
case of thrombocytopenic purpura, reported by 
Feldman, et al'®, was a 61 vear old woman 
who developed purpura on the legs and trunk. 

A 30 year old Negress had received phenylbuta- 
zone medication in doses of 200 to 300 mg. per 
day at varying intervals during the year before 
admission. The only untoward reactions were 
soreness of the mouth and edema of the lips, on 
one occasion. One month before admission she 
developed pain of the legs and feet which in- 
creased in severity until she was unable to walk. 
Three days before admission she was given phen- 
ylbutazone, 200 mgm. a day. The following day 
she developed a sore throat, photophobia and 
soreness of the eyes, dysuria and a generalized 
maculopapular cutaneous eruption. 
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On admission she complained of pain of the 
legs and feet, sore throat and a generalized cu- 
taneous eruption. Physical examination revealed 
the temperature to be 104 deg. F., pulse 140 
per minute, respirations 18 and the blood pres- 
sure 110/70. The skin showed a generalized 
maculopapular eruption, the periorbital regions 
were edematous and the lips edematous and ul- 
cerated, while a bilateral purulent conjunctivitis 
involved the eyes. The tongue and mucous mem- 
branes of the mouth showed a diffuse exudative 
inflammation with white patches on the pharyn- 
geal wall. The lower extremities were edematous 
with extreme tenderness of the feet. The heart, 
lungs and abdomen appeared normal. 


She was treated with penicillin, di-parlene, 
erythromycin, hydrogen peroxide mouth wash, 
glucophyline and zine sulphate for the eyes. A 
temperature of 103 to 104 deg. F. persisted, and 
on the third hospital day a generalized bullous 
eruption appeared and a positive Nikolsky sign. 
was elicited. (Figure 1) 


She was then given 40 U ACTH intravenous- 
ly in 200 ec of dextrose, 6 grams potassium chlo- 
ride, one gram of terramycin and ascorbic acid 
daily, with local therapy consisting of 1:4000 po- 
tassium permanganate packs, followed by boric 
acid ointment (5 per cent), as, well as general 
supportive measures. Her general condition “im- 


TABLE 1: LABORATORY STUDIES 


proved with this therapy although a temperature 
of 99 to 100 deg. F. continued. On the sixth 
hospital day she was able to tolerate soft foods 
and fluids but because of a tendency to aspirate 
the fluids, the intraveneous feedings were re- 
sumed. 

She continued to improve and was able to 
take oral fluids on the eight hospital day. The 
intraveneous injections of ACTH were discon- 
tinued and she was given 40 U ACTH gel, twice 
a day, and the other medications were discon- 
tinued. The loosened skin of the hands and feet 
were sloughed in large sheets and several toe 
nails were shed. On the twelfth hospital day 
her temperature was normal but two days later 
she died. (Table 1) 


HEMOGRAM 


Differential White Blood Cells: 
Band Forms, per cent 
Lymphocytes, per cent 

URINE 
Albumin 


BLOOD CHEMISTRY 


Chlorides, meq./liter 


Potassium, meq./liter 


White Blood Cells, per cu. mm. .........000s0csccceeees 


Fasting Blood Sugar, mg./100 cc ...........-..000- 


First (Admission) Sixth Fourteenth (Death) 
76 94 85 
3,880,000 
eee 3,450 9,450 12,100 
49 
23 
28 
4 plus 
“Many” 

36 68 
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Qn post mortem examinations there was a 
generalized maculopapular cutaneous eruption 
and isolated oval lesions, 1 to 3 inches in diam- 
eter, having a 1 to 3 cm. hyperpigmented ery- 
thematous border and a central lesion consist- 
ing of a collapsed bullae. The skin of the hands 
and feet had sloughed away leaving the surface 
red and raw. There were confluent, crusted le- 
sions having a sero-purulent discharge, on the 
face and a bilateral, purulent conjunctivitis with 
adherent synechia between the eyelid margins. 

The anatomical diagnoses were listed as: 

1. Acute membranous tracheo-bronchitis 

2. Pulmonary edema and congestion 

3. Congestion of the gastrointestinal tract 

with ecchymoses around the rectum and 
sigmoid 

. Erythema multiforme with bullous lesions 

SUMMARY 

1. The cutaneous reactions occurring after 
phenylbutazone therapy are morbilliform erup- 
tions including uticaria, erythema multiforme 
of the bullous type and exfoliative dermatitis. 

2. Other symptoms of interest to the derma- 
tologist are stomatitis, ulcers of the oropharynx 
and purpura; which may result from the aie 
ulocytosis and thrombocytopenia. 

3. The fatal case of a 30 year old Negress who 
developed severe bullous erythema multiforme 
following phenylbutazone therapy is reported. 


Lung cancer 

Bronchoscopy is not a young art. The use 
of a hollow tube to inspect the bronchial tree 
was described as early as 1897 by Killian. More 
recently, the work of Jackson, Clerf, and others 
has advanced the technic from that of a medical 
curiosity to a useful adjunct in the diagnosis 


and treatment of lung diseases. Formerly, 
bronchoscopy was limited largely to the removal 
of foreign bodies. In recent years, the use of 
this tool for diagnosis has increased. Yet even 
today there is no general agreement among the 
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Author’s Note: <A similar fatal case of erythema 
multiforms Bullosun due to the ingestion of 
phenylbutazone has been reported by R. B. Cone, 
C. A. Hannigan and R. Teicher in the A.M.A. 
Arch, Dermat. and Syph 69:674 June 1954. 
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investigators as to the efficacy of this method of 
examination of the bronchial tree. Undoubtedly, 
many of you heard Dr. Alton Ochsner not long 
ago. He reported that in his clinic, broncho- 
scopic examination showed lung neoplasms in 
only 36 per cent of the cases examined. Other 
investigators have reported successful demon- 
stration of lung tumors in up to 80 per cent of 
the cases bronchoscoped. John B. Gregg, M.D., 
Lung Neoplasms From The Endoscopist’s 
Standpoint. South Dakota J. Med. & Pharm., 
July 1954. 


3 
ture 
ixth 
ods 
rate 5 
Te- 

6 
> to 
The 7 
con- 
wice 8 
con- 
feet 9 
toe 
day 
ater 
y of) 
eath) 
>>> 
urna 39 


Common accident hazards 
within the home 

Slipping in the bath, tripping over toys and 
other objects and stubbing unshod toes are 
among the most common accident hazards in 
New York City homes, the Greater New York 
Safety Council reported recently on the basis 
of a spot check of 590,000 homes. 

The report, based on an analysis of returns 
of last year’s home safety inspection conducted 
public as police began today distribution to all 
the public elementary and high schools and to the 
Catholic schools of the Archdiocese of New 
by school children and their parents, was made 
York of home safety checklists which will be 
used in the 1954 inspections. Teachers will give 
out the checklists on November 12 to their pu- 
pils, who will take them home and _ join 
their parents in searching out and eliminating 
accident “booby traps.” 


This year’s home safety inspection, for which’ 


1,095,000 checklists (41,000 of them in Spanish) 
have been prepared and printed by the Greater 
New York Safety Council, is the eleventh an- 
nual. For the last six years the Council has 
been receiving from the schools summaries of 
returned questionnaires, after schools have com- 
pleted their use of them for classroom discus- 
sions and community safety projects, and an- 
alyzed the returns. Of twenty questions on last 
year’s checklist, the number of adverse answers 
to the following ten showed them to be in most 
common accident hazards, in this order: 

“Ts there a non-slip mat or heavy towel in 
the bathtub or shower to avoid falls? 

“Do you put away all your clothes, toys and 
hobby materials as soon as you are through 
using them? 

“Do you wear slippers or shoes at all times 
when walking in the house? 

“Do you sit properly on chairs instead of tilt- 
ing them back? 

“Do you have pads or non-slip backing under 
small rugs and mats to prevent falls? 

“Do you keep things out of your mouth which 
do not belong there — like pins, tacks, money, 
pencils? 

“Is the window kept open at least two inches 
at all times while any gas appliance is in use? 
“Do you always use a strong steady step stool 


40 


~ respectively, Questions Number 6, 18, 9, 20, 12, 


or ladder when trying to reach high places? 

“Ts there a light of some kind near the bed 
so you need not walk and stumble in the dark? 

“When you must spot-clean clothing and other 
articles, do you use only NON-FLAMMABLH 
cleaners which do not explode or burn?” 

Mrs. Marjorie B. May, the Council’s director 
of home safety, said the incidence of adverse 
answers varies from year to year among the 
twenty questions but in general the same hazards 
are near the top of the list. The three most 
commonly neglected hazards -reported in the 
1953 inspection have been among the top ten 
every year since the tabulations of replies began. 

Although the wording of the questionnaire is 
changed and the order of questions shifts from 
year to year, the same hazards are noted re- 
peatedly. The ten questions listed above as having 
brought, in order, the largest number of “No” 
responses had appeared in the 1953 checklist as, 


17, 2, 14, 10 and 4. 

The 590,000 inspection lists from which the 
summaries were made were those returned to the 
public. schools. Some of the checklists are not 
brought back to school by pupils. The Catholic 
schools cooperate in giving the lists to their 
pupils and urging them to help their parents 
find hazards to be corrected. 


< > 


Interesting aphorisms 
Isaac Judaeus (A.D.c. 845-c. 940), an Egyp- 


tian Jew and physician to the rulers of Tunisia, 
was the author of books on diet, on fevers, on 
simple drugs, and on the urine. His collected 
works, printed in 1515, were greatly in demand 
as late as the 17th century, and he is quoted by 
Robert Burton (1577-1640) in the Anatomy of 
Melancholy. A number of pithy aphorisms are 
included in his Guide for Physicians. For ex- 
ample: “Ask thy reward when the sickness is 
at its height, for being cured, the patient will 
surely forget what thou didst for him.” An- 
other maxim is: “Should adversity befall! a 
physician, open not thy mouth to condemn, for 
each hath his hour.” A third runs thus: “Treat- 
ing the sick is like boring holes in pearls, and 
the physi¢ian must act with caution lest he de- 
stroy the pearl committed to his charge.” Doug- 
las Guthrie, M.D., A History of Medicine. 
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The coronary personality 


Many physicians have tried to describe the ap- 
pearance, personality, and life habits of the man 
destined to develop angina pectoris and coronary 
thrombosis. Osler wrote: “It is not the delicate, 
neurotic person who is prone to angina but 
the robust, the vigorous in mind and body 
the keen and ambitious man, the indicator of 
whose engines is always at ‘full speed ahead.’ ” 

MacKinnon’ found him to be the well set man 
of 45 to 55 with military bearing, iron gray hair, 
and florid complexion. His appearance is an 
amalgam of tension, profound anxiety, and wear 
and tear. He drives himself relentlessly most of 
his life and the signs of tension are burned into 
the personality and facial expression. The lined, 
haggard face makes him look older than his 
vears. 

Anxiety is part,of the picture: many harbor 
fears, sorrows, and feelings of insecurity for 
vears before symptoms of coronary disease de- 
velop. These emotional changes diminish coro- 
nary flow and disturb the tone of coronary ves- 
sels and the clotting mechanism of the blood. 

Anxiety also is part of the posteoronary pic- 
ture. Fear ranks with pain as the most common 
manifestation of coronary thrombosis. It usual- 
ly outlasts other symptoms and is a major ob- 
stacle to complete rehabilitation. 

At present, most research on the prevention 
of coronary thrombosis is aimed at controlling 
the lipoprotein and cholesterol particles in the 
blood and in the arterial walls. On the other 
hand, the frequent association between coronary 
disease and tension, ‘stress, and anxiety suggests 


2 Mastar V. Mac Kinnon, M.D., The Life and Personality 
of the Coronary Patient. Univ. of Leeds, J., Oct. 1921. 
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that psychiatric research also is indicated. Mac- 
Kinnon believes “...the typical coronary per- 
sonality often began to emerge in an early en- 
vironment poor in material and emotional sat- 
isfactions. Temperamentally, they are somato- 
tonics, individuals who derive pleasure from 
work, and often from little else.” 

They are .. . perfectionists and victims of an 
obsessional drive that gives them little rest or 
relaxation. They are unlike the average working 
man who is not “. . .unceasingly striving to bet- 
ter himself.” 

< > 


Expensive medicine 

The physician has the inalienable right to 
prescribe what he thinks best. But recommend- 
ing a long period of recuperation may not be do- 
ing the patient a favor. It is easy to suggest an- 
other week off, an additional month at home, or 
a trip to Florida to regain strength for the few 
residual symptoms remaining after an acute ill- 
ness. These symptoms usually disappear ulti- 
mately whether or not the patient is resting and 
they seldom are aggravated by work. 

A myocardial infarct is an example. Healing 
is usually complete by the end of three months 
and in the absence of myocardial insufficiency it 
is doubtful whether additional rest will prove 
useful. Statistics show that the longer a patient 
stays away from work, the less chance he has 
of complete rehabilitation. Conversely, the man 
who gets back on the job in the average length 
of time is more likely to show progressive im- 
provement. 

Advising a patient not to work when his ill- 
ness no longer justifies additional rest not only 
gives him the impression that he is seriously 
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ill but often proves expensive. A long con- 
valescence reduces the patient’s income and the 
efficiency of his office or business suffers. It also 
adds to the cost of the unemployment or dis- 
ubility insurance he carries. Futhermore, unem- 
ployment adds directly and indirectly to the 
burden of the community, of which the physi- 
cian is part. Let’s not be too generous with the 


other person’s time. 
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Warren W. Furey — Gold Medalist 
Physicians from all parts of the United States, 
Canada and Latin America met in Los Angeles 
for the 40th annual meeting of the Radiological 
Society of North America December 5-10. 

On the evening of Thursday, December 9, Dr. 
Warren W. Furey of Chicago was the recipient 
of the Gold Medal award. Dr. Eugene P. Pen- 
dergrass, President of the Society, has sent the 
Illinois State Medical Society a copy of the cita- 
tion which reads as follows: - 

“Among those who have selflessly given of 
time and effort that the fundamental principles 
of medical practice may become strengthened in 
this changing world is Warren W. Furey, M.D. 

“A full biographic sketch regarding Doctor 
Furey’s professional attainments, family, and di- 


verse services in community affairs has been pub-~ 


lished in RADIOLOGY, February, . 1950. 

“We present here, certain aspects of Warren 
W. Furey’s career for the particular benefit of 
those most recently entering radiology. Among 
Dr. Furey’s activities is included service on 
committees of the Chicago Medical Society, sec- 
retaryship, and later presidency of that society ; 
service as a delegate within the House of his 
State Society, and delegate to the American 
Medical Association representing the Illinois 
State Medical Society; secretary, vice-president, 
president and member of the Board of Directors 
of the Chicago Roentgen Society; president, and 
member of the Board of Directors of the Radio- 
logical Society of North America; membership 
on committees and commissions of the American 
College of Radiology, followed by service as 
treasurer and member of the Board of Chancel- 
lors of the College. 

“Dr. Furey’s interest and work as a member 
of the Board of Directors of the Blue Shield 
Plan of the Illinois State Medical Society lead 
to his secretaryship and presidency of the Illinois 
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Blue Shield organization, followed by his be- 
coming secretary of the Blue Shield Commission, 
and a member of its Executive Committee. 

“It might be well to ask: How did Warren 
W. Furey attain the recognition these positions 
illustrate ? 

“First and foremost, Warren W. Furey has a 
tremendous innate and genuine desire to serve 
others. Coupled with this is a knowledge, pos- 
sessed by few, of the problems facing American 
medicine in general and radiology in particular. 
This is solidly based on years of study and serv- 
ice. He has a genius for friendship and an organi- 
zational flare. 

“To radiologists Dr. Furey’s status and po- 
sition mean that the point of view of the prac- 
ticing clinical radiologist will be present in the 
highest councils. He is in a position to press the 
legitimate claims and aspirations of radiology 
at the top level. Standing where he does, with 
the men who control the destinies of American 


medicine, his wisdom is recognized and becomes 


effective. He is our ambassador, and the Board 
of Directors and the members of the Radiological 
Society of North America are very happy to 
present to him, the Gold Medal of the Society.” 

The members of the Illinois State Medical 
Society also desire to express appreciation to 
Warren W. Furey for the sustained and loyal 
interest he has always expressed and exemplified 
as a friend, a practicing physician and a member 
of his county and state association. 

< > 


The passing of 
Fred H. Muller, M.D. 

Fred H. Muller of Chicago, died at the Pres- 
byterian Hospital on November 23, 1954. Dr. 
Muller was well known to most of the members 
of the Illinois State Medical Society in which 
he has had many important roles over some 
period of time. For two years he acted as General 
Chairman of the Committee on Arrangements 
for the Society’s annual meeting, and was first 
Vice President for two consecutive years. 

For a number of years he was one of the 
Society delegates to the American Medical As- 
sociation, and was a regular attendant at these 
sessions. Dr. Muller was a Past President of 
the Chicago Medical Society to which organiza- 
tion he also devoted a great deal of his time 
over a period of many vears. 
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Dr. Muller was graduated from the Loyola 
University Medical School in 1909, and while 
conducting a general practice, gradually fitted 
himself for pediatric work. The delegates to 
the A.M.A. from Illinois, introduced a resolu- 
tion before the House of Delegates at the recent 
Miami meeting memorializing Dr. Muller, which 
was immediately passed by a standing vote. The 
many friends of Fred Muller will miss him, and 
will join with the A.M.A. House of Delegates, 
and the Council of the Illinois State Medical 
Society in their expressions of sympathy to 
Mrs. Muller and other members of the family. 

< > 
AMERICAN MEDICAL ASSOCIATION 
House of Delegates 
RESOLUTION 
Introduced by: Illinois Delegation 
Illinois State Medical Society 
Subject : Death of Fred H. Muller, M.D. 

Whereas, Dr. Fred H. Muller, a member of 
this House of Delegates from the Illinois State 
Medical Society, has served faithfully for many 
years; and 

WHEREAS, His untimely death on Novem- 
her 23, 1954 has deprived this House of Dele- 
gates of his services and saddened his many 
friends; be it 

Resolved, That this House of Delegates spread 
on the record of this meeting an expression of 
sympathy and forward to his wife and family 
a copy of this resolution. 


< > 
Edmund Brewer Montgomery 
1858——1954. 


Dr. E. B. Montgomery of Quincy, known to 
many physicians throughout the nation, passed 
away at St Mary Hospital, Quincy, December 
8, 1954. Dr. Montgomery in his 97th vear, had 
completed 76 years of practice, and only retired 
from his long professional career a few weeks 
before his death. Dr. Montgomery was born in 
St. Louis, and the family moved to Quincy when 
he was a small boy. 

He attended Jefferson Medical College in Phil- 
adelphia, graduating from that institution in 
1878. He returned to Quincy for practice. He 
took a number of post graduate courses in the 
United States, as well as in several European 
centers. He was a charter member of the Amer- 
ican College of Surgeons, and rarely missed an 
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annual meeting of that organization. In making 
long trips to medical meetings on the East or 
West Coasts, he would usually go by air, and this 
continued until the past two years. 

He was the author of many articles published 
in medical journals throughout the nation, and 
he was a faithful member of many organizations, 
medical, surgical and civic. In 1953 he was hon- 
ored by his own alma mater when he was ac- 
claimed their oldest living alumnus, and was 
given a Doctor of Science degree. The American 
Medical Association also has considered Dr. 
Montgomery the oldest member of that organiza- 
tion in years of service, and continuous member- — 
ship. 

He was a regular attendant at the annual meet- 
ings of the Illinois State Medical Society and was 
always present at the luncheon of the Fifty Year 
Club. Surviving this fine doctor, are two sons and 
three daughters, three grandchildren and two 
great-grandchildren. 

Many members of the Illinois State Medical 
Society have been intimately acquainted with 
Dr. Montgomery over the years, and will unite 
in sending their expression of sympathy. At 
the meeting of the Council of the Illinois State: 
Medical Society held on December 12, a resolu-- 
tion in respect to the memory of this physician 
was unanimously approved and will be sent to 
his family. 

< > 


1955 Illinois March of 


_ Dimes against polio 


The polio attack rate in Illinois last year ac- 
cording to provisional reports was about the same 
as the national average for the year 1954. Na- 
tionwide, the number of cases reported in 1954 
was the third highest on record. 

The highest polio epidemic year in Illinois 
during recent times was in 1952, when 4,002 
polio cases were reported. This was 20 percent 
higher than the national average for that year. 
It is impossible to predict when and where 
polio epidemics will strike, which underlines the 
need for more effective control measures. 

Evaluation of the Salk vaccine, administered 
to 440,000 U.S. children, in the largest medical 
experiment of its kind ever conducted, is now 
in progress. Announcement of the vaccine’s ef-. 
fectiveness will be made in the Spring of 1955. 

During the field trials last Spring about 14,000: 
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children in the state of Illinois were inoculated 
half with the Salk vaccine, half with a placebo. 

It is hoped that Illinois physicians will sup- 
port the 1955 March of Dimes as enthusiastically 
as approximately 20,000 physicians throughout 
the United States cooperated in the 1954 vac- 
cine field trials sponsored by the National Foun- 
dation for Infantile Paralysis. 

This year the March of Dimes must do a 
bigger job than ever before. It must.raise $64,- 
000,000 — because $9,000,000 is needed to pur- 
chase vaccine, $2,700,000 for scientific research, 
$2,900,000 for professional education, and at 
least $29,900,000 for patient aid, including 
hospitalization. The March of Dimes has ex- 
pended $203,500,000 in patient aid since 1938. 

For science and humanity, give generously to 
the 1955 March of Dimes in January. Let your 
patients and friends know that the March of 
Dimes fights wisely, economically and effectively 
against the polio threat. 
< > 


Television in postgraduate 


medical education 

The Council on Medical Education and Hos- 
pitals of the A.M.A. is planning a program on 
the subject of “The Potential Use of Television 
in Postgraduate Medical Education” to be pre- 
sented as a full-day working conference on Feb- 
ruary 5, 1955, in the Ballroom of’ the “Palmers 
House Chicago. This is expected to be the first 
of a series of annual “workshop” type confer- 
ences on one particular aspect of postgraduate 
medical education. 

Television is the subject of the first meeting 
because of the extreme interest in this medium 
that has been shown recently, as well as its 
pertinence to the future of postgraduate edu- 
cation. The program is planned in such a way 
as to present both the educational and technical 
aspects of the subject, so that medical educators 
and medcial society, hospital and specialty so- 
ciety representatives at the meeting will be able 
to, obtain a broad picture of the medium and 
help them to determine whether or not it is 
something they might use in their own programs, 
and if so the problems involved in its use. 

Following a keynote address by Dr. John 
Cline, the morning session will be devoted to 
considerations of the purely educational aspects 
of the medium. The afternoon session will deal 
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participants will be drawn from the fields of 
general education, television, industry, medi- 
cine, medical education, pertinent government 
agencies and others. It is planned to have a num- 
ber of demonstrations in the afternoon session 
using actual camera chains and receiving equip- 
ment. Following the session it will be possible 
for the audience to examine these and ol)serve 
some of them in further action, and visit a local 
television station in action. 

< > 


Doctors will get isotope 
know-how in new courses 

Use of radioactive isotopes in biology and 
medicine will have increased attention in courses 
to be sponsored jointly by the Northwestern uni- 
versity Medical school and the Argonne National 
laboratory. 

The vital place of such materials in research, 
diagnosis and therapy will be brought to medical 
students and graduate physicians through in- 
strution in a field formerly open only to physi- 
cists and radiologists. 

The effort was accelerated early this year in a 
conference of Midwest educators, and representa- 
tives of the Atomic Energy commission, Oak 
Ridge Institute for Nuclear Studies, Brookhaven 
National laboratory, Veterans administration and 
the National Institutes of Health. 

Dr. John A. D. Cooper, director of North- 
western’s isotope unit, and Austin M. Brues, 
director of biological and medical research at 
Argonne, discussed the problems involved in the 
November issue of the Journal of Medical Edu- 
cation. 

Overall planning, it was explained, is aimed 
at impressing the student with the fact that 
radioisotopes are not esoteric, mysterious agents 
understood by a chosen few, but useful materials 
for use in at least some areas of practice by 
those physicians who will master their peculiari- 
ties. 

Five classes of individuals were considered: 
the undergraduate medical student, the physi- 
cian who wants the knowledge but who does 
not wish to become proficient in using isotopes, 
the physician who wishes to be certified in use 
of two or three for well established diagnostic. 
or therapeuti¢ procedures, the physician who 
wants to qualify to use isotopes in a variety of 
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purposes, and the radiologist interested in tele- 
therapy. 

An orientation type of program was approved 
for the first two, and there was little disagree- 
ment on education and training for the others 
except in the instance of physicians who wish 
to use radioisotopes in established procedures 
for diagnosis and treatment. 

The undergraduate would be given under- 
standing of trends in the field, a basis on which 
he could build as far as interest and ability 
permit. Much could be imparted in preclinical 
and clinical years, presenting aspects which fall 
naturally within his subject matter. He wouid 
not be trained in actual use of the materials. 

Greatest need is for programs allowing phy- 
sicians to come and work with radioactive ma- 
terials, Dr. Cooper said. Possible hazards to 


Treatment and miscarriage 

One of the apparent errors in interpreting 
the results of any treatment of threatened abor- 
tion is that many physicians believe the high 
percentage of results so often reported in pa- 
tients who carry a pregnancy to term after one 
miscarriage is due entirely to the treatment. 
Actually, the results without treatment are 75 
to 80 per cent. Malpas has shown that after a 
woman has lost one baby, 78 per cent can have 
a normal pregnancy; after losing two babies, 
62 per cent; after losing three babies, 27 per 
cent; and after losing four babies, only 6 per 
cent could be expected to carry a pregnancy to 
term. Karl John Karnaky, M.D., The Use of 
Micronized Vitaminized Stilbestrol in Severe 
Threatened Abortion. Arizona Med., July 1954. 
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patients from their improper use caused much 
concern in forming these training courses. Con- 
siderable study in elementary nuclear physics, 
instrumentation, radiobiology, handling tech- 
niques and health protection would be needed. 
Apprenticeship with a group actively using the 
isotopes is considered essential to develop clinical 
judgement. 

Participants in the conference agreed that 
standards for education and training should con- 
tinue to be elaborated by the Subcommittee on 
Human Applications and that the Atomic 
Energy commission assure itself of conformity 
with set requirements before granting authoriza- 
tion for the use of radioisotopes. 

It was generally understood also that none of 
the training programs appeared to be the re- 
sponsibility of government. 


Cortisone and arthritis 

A Hench survey of his cortisone results in 
216 cases of rheumatoid arthritis over a three 
year period shows that they are only half perfect 
but 51 per cent with marked or very marked 
relief is very markedly good. Hydrocortisone 
(compound F) has the same effect but is more 
potent per mg ..... Kammerer and Cecil 
suggest that cortisone be used chiefly for ful- 
minating juvenile cases, for aged cases which 
have begun late, and for ankylosing spondylitis. 
X-ray therapy also may be used in the third 
group. I’ll bet that in this day and age it is as 
hard to keep cortisone away from any kind of 
arthritis as it is to keep food from a fat person. 
Guillermo Osler, M.D., RX., DX., And Drs., 
Arizona Med., July 1954. 
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MEDICAL ECONOMICS 


John R. Wolff, Chairman, Walter C. Bornemeier, Edward W. Cannady, 
Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. Hirsch, 


Frederic T. Jung, W 


. R. Malony, Caesar Portes, William Requarth, 
Frederick W. Slobe. 


General Practice 


W. W. Futierton, M.D., SPARTA 


T= following article is written primarily 
to stimulate concern over the future of medi- 
cine and the type of medical practice to be ex- 
pected in future years. It is not the intention 
of the author to write a sob story about the finan- 
cial status nor the loss of prestige of the pres- 
ent day general practitioner. The greatest dif- 
ficulty in specialty practice where there is no 
referring personnel, such as a general practi- 
tioner to direct patients, is that patients will 
shop from one specialist to another before find- 
ing the one he should have been directed to 
first. There is no intention of antagonizing the 
specialist nor to interfere with the choice of 
specialty by medical students and internes. How- 
ever, it is the opinion of the writer that spe- 
cialists should be doctors first then specialists ; 
they should learn how other people live, and 
understand their problems, economic, social, fi- 
nancial, racial, religious and all the things that 
go into the makeup of people’s personality. 
The best way to learn this is general prac- 
tice. The proposals brought out in this article 
will be met with opposition by many because 
of its controversial issues. It would be inter- 
esting to make a survey of all the general 
practitioners in the United States and tabu- 
late as to whether they are satisfied with being 
in general practice; how many of them would 
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like to be a specialist and what specialty it 
would be. Some, at least, would go into a 
speciality, if they could be relieved of their 
present position and were eligible for special- 
ization. 

The most serious thing that could happen 
to America Medicine and Medical Organiza- 
tions would be a complete breach between the 
general practitioners and the various special- 
ties or the elimination of the general prac- 
tice entirely. This may appear to be an idle 
thought. However, the fact that the general 
practitioners of the nation have joined together 
and formed an Academy of General Practice 
is evidence that there is apparently some dis- 
satisfaction among the general practitioners 
because of the economic pressure that has been 
exerted upon them by the ever-increasing num- 
ber of specialists in all branches of medicine. 
The most valuable asset that the Academy of 
General Practice has offered has been the stim- 
ulation of an the improvement of the knowledge 
of the general practitioners and thus making 
them more qualified to do the work that they 
want to do. The general practitioner formerly 
was the man who saw the patient first. He 
took care of his patients and often was the 
only physician who saw them from the time 
of birth to the time of death. When the general 
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practitioner was honest with himself and honest 
with his patients, he recognized the fact that 
there were situations in which he needed help 
and he appreciated receiving advice from men 
who had developed a particular skill in some 
phase of the arts and sciences of medicine. 
‘These men, who had developed and become 
especially adapted to certain types of work, 
then began more and more to limit their prac- 
tice to such special type of work; this was 
the beginning of specialization. 

However, in the old days this specialist was 
, man of extensive experience. He was a man 
vho had been in general practice, he had seen 
he whole field and realized what the art of 
medicine was and what a complex mechanism 
‘he human physiology and human _ pathology 
vresented. He knew the family background; he 
also knew the patient as an individual. He knew 
many patients in such ways and could treat intel- 
ligently as he became more and more specialized 
because he had received training through hard 
work and study. : 


It became noticeable to other specialists that 
some were better than others. They developed 
societies in which only men doing this or that 
type of special work were eligible to join. The 
specialists then developed certain criteria by 
which a doctor could become a specialist. Thus 
hy evidence of proficiency, evidence of further 
study. and evidence of limiting his work to 
the specialty, he became a specialist. The field 
began to get crowded and they raised their 
standards. A doctor could become a specialist 
by becoming ” associated with a specialist, in 
the specialist’s office, or he could become a 
specialist by serving a residency over a pre- 
scribed period of years and thus by evidence of 
his intelligence and proficiency would become 
a member of a special board. 


The general practitioners then ceased to be 
teachers in medical schools since there were 
specialists available to do this teaching and 
it was deemed they could do it more efficiently 
than a general practitioner. The medical stu- 
dent came to the end of his academic vears. 
he honored and respected his teachers as he 
should, and wished to follow in the footsteps 
of one of them. Therefore, he directed his aims, 
his training, and his thinking to becoming a mem- 
ber of that speciality. If he could avoid enter- 
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ing into general practice he could save years 
in reaching ultimate goal. Thus we have men 
today with boarded specialist’s rating who prob- 
ably couldn’t take a decent history and know 
little about the individual outside of their own 
speciality. Yet they assume stature above the 
general practitioner who may be their senior 
by many years of contact with the medical 
arts and sciences. 

The field in the metropolitan areas became 
crowded with specialists. A group of specialists 
decides that this or that general practitioner 
should not be doing certain types of work. It 
is decided that the general practitioner should 
not do any work that a specialist can do. 


The next thing in the continued procedure 
is that the general practitioner in some hos- 
pitals can not be on the staff and can not admit 
patients under his service, as he does not have 
a service; and gradually it becomes apparent 
that in a few short years the general practi- 
tioner will not be able to go in and out of 
the hospitals and will be eliminated from hos- 
pital practice. 

The easiest way out in the depression years 
was for the young doctor to go to the rural 
areas. At least, he could get his potatoes and 
meat in the country. When the depression was 
over fewer doctors went to the country. The 
hard work of rural practice and the encroach- 
ing of the specialization into the hospital work 
was discouraging. The specialists are now mov- 
ing to the smaller towns because of overcrowd- 
ing in the city. Therefore, we are faced in 
a few short years with the possibility of com- 
plete specialization ; if it is not complete special- 
ization, the general practitioner will only have 
offices as collecting stations in order to refer 
work to his favorite group of specialists; he 
himself having no more prestige in his com- 
munity than a first year interne in a hospital. 


The paradox in all this specialization is that 
the specialists are anxious that men go into 
general practice. However, the young medical 
student is not stupid either. He doesn’t want 
to be a general practitioner and work hard 
and sweat, make a five dollar house call for 
an acutely inflamed appendix and then see his 
former classmate get one hundred and _ fifty 
dollars for removing the appendix. Therefore, 
the medical students do not have the incentive 
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to become general practitioners as their fathers 
had. Their teachers are specialists; the special- 
ists get big fees while the general practitioner 
gets little fees. The medical student, in his 
addition, figures that he has spent this much 
on his medical education; why not spend a 
few more dollars and a few more years and 
be a specialist? It would be foolish to stop 
formal academic training now. 

What will be the economic result of com- 
plete specialization? It will simply mean that 
the medical profession will price itself out of 
the reach of the rank and file of average citi- 
zens. The rank and file of the population as 
a whole cannot pay specialist’s fees for every 
medical service they demand. Therefore, the 
cry for government-supported medicine will in- 
crease. The increase in specialization and the 
decrease in the desire of our young men to 
become general practitioners will widen the 
breach and raise the cost of medical care; we 


will lose our battle against socialization be-_ 


cause we priced ourselves out of the field. 
What can be done about this situation? Does 
it even deserve consideration or shall we let 
economic events take their course and surrender 
to government control a profession that has 
always contained itself and solved its own prob- 
lems? We may not be able to solve the prob- 
lem; there may not be any solution. However, 
it seems as though we should make an attem)t. 
Here is one possible solution. It is not a 
new idea. That is, after a medical student has 
completed his internship, and has received his 
degree of Doctor Medicine, that he be required 
to go into general practice for at least three 
years, and let him develop the art of medicine 
and find out what particular skill is easy for 
him to develop. It might even be that he may 
prefer to stay in general practice. If he pre- 
ferred to be a specialist then he could choose 
wisely what specialty he should go into. It is 
not inconceivable that he might even change 
his notions as to what specialty he wants to 
take up. This plan has its objections in that 
it would increase the infancy of his medical 
career and prolong his medical training period. 
However, it is the writer’s opinion that it would 
not actually be time lost; if he is a true stu- 


dent of medicine, his period of learning should 
not stop the minute he gets his board of special- 
ization anyhow, so what difference does it make 
if he had lost three or four years in achiev- 
ing his ultimate goal in life? If he achieves 
his ultimate goal in life, he continues to study 
long after he has passed his board of special- 
ization. If he does not do that then he has 
missed his mission in life. The same can be 
true of general practitioners. The general prac- 
titioner who does not study and strive to im- 
prove himself has also missed his mission in 
life. The general practitioner is an energetic 
man if he is successful. He has certain quali- 
fications, he has a family to support, he also 
should be allowed to bear a little prestige in 
the community in which he serves. He too 
should be respected as a man of the profession. 

The above mentioned plan of course is not 
the last word nor the only possible suggestion 
that is available for solving this problem. An- 
other alternate possibility would be to “farm 
out” students in the summer months or in 
his fourth year of medical school to general 
practitioners who are working particularly in 
the rural areas. There is no doubt but what 
this could be of a great deal of value to 
a medical student in helping him to see the 
advantage of general practice particularly rural 
practice. 

This brings up a question of just what is 
wrong with the man of today. The writer thinks 
it applies to the medical profession as much 
as it does to anyone else. Every American wants 
to be a big shot, and if everyone is a big 
shot nobody is left to do the work. 

Any plan that is devised or used to encourage 
young doctors into going into general prac- 
tice should first be directed towards showing 
the young men the advantage of this type of 
experience. Briefly; the economic return, his 
prestige in the community, association with 
the people he works for, his independance, his 
freedom from taxing social obligations. How- 
ever, it may be up to the various boards of 
specialists to get together and devise some sort 
of prerequisite for their candidates; qualifying 
them in reference to experience and time in 
general practice. 
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CORRESPONDENCE 


Clinics for crippled children 
listed for February 


Twenty one clinics for Illinois’ physically 
handicapped children have been scheduled for 
February by the University of Illinois Divi- 
sion of Services for Crippled Children. The 
Division will count 14 general clinics provid- 
ing diagnostic orthopedic, pediatric, speech and 
hearing examinations along with medical social 
and nursing services. There will be 5 special 
clinics for children with rheumatic fever and 
2 for cerebral palsied children. 


Clinics are held by the Division in cooperation 
with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified Board 
members. Any private physician may refer to 
or bring to a convenient clinic any child or 
children for whom he may want examination 
or may want fo receive consultative services. 


The February clinics are: 

February 2 — Hinsdale, Hinsdale Sanitarium 

February 3 — Litchfield, Madison Park School 

February 8 — Peoria, Children’s Hospital 

February 8 — East St. Louis, Christian 
Welfare Hospital 

February 10 — Springfield, St. John’s Hos- 
pital 

February 10 — Elmhurst (Rheumatic Fever), 
Memorial Hospital of DuPage County 

February 10 — Tuscola, Veterans of Foreign 
Wars Bldg. 

February 11 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

February 15 — Vandalia, American Legion 
Building 


for January, 1955 


February 16 — Chicago Heights, St. James 
Hospital 

February 16 — Carrollton, Carrollton Grade 
School 

February 17 — Rockford, St. Anthony’s Hos- 
pital 
February 18 — Macomb, Marietta Phelps Hos- 


pital 


February 22 — Peoria, Children’s Hospital 

February 22 — Effingham (Rheumatic 
Fever), St. Anthony’s Hospital 

February 23 — Alton (Rheumatic Fever), 
Alton Memorial Hospital 

February 23 — Springfield (Cerebral Palsy), 
Memorial Hospital 

February 23 — Elgin, Sherman Hospital 

February 24 — Bloomington (General and 
Cerebral Palsy), St. Joseph’s Hospital 

February 24, Anna, New City Hospital 

February 25, Chicago Heights (Rheumatic 
Fever), St. James Hospital 


< > 


Tenth National Conference on 
Rural Health 


The Tenth National Conference on Rural 
Health -will be held at the Hotel Schroeder, 
Milwaukee, Wisconsin, February 24—26, 1955. 
This conference as usual, will be presented 
by the A. M. A. Council on Rural Health. In 
addition to an excellent program additional time 
will be available for discussion and audience 
participation. 

Among the subjects to be presented, are Ac- 
cident Prevention and Family Responsibility in 
Health Affairs. An informal pre-conference ses- 
sion for members of the medical profession will 
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be held at 10.00 A. M., Thursday, February 
24. This session will be devoted to discussions 
pertaining to the Medical Association’s com- 
mittees handling rural health activities. At this 
session particular emphasis will be placed on 
citizen responsibility and training for rural prac- 
tice. 

Further details and a complete program rela- 
tive to this interesting conference may be pro- 
cured by writing to the Council on Rural 
Health, American Medical Association, 535 
North Dearborn Street, Chicago 10, Illinois. 

< > 


Postgraduate course on diseases 
of the chest 


The Council on Postgraduate Medical Edu- 
cation of the American College of Chest Physi- 
cians, in cooperation with the respective state 
chapter of the College as well as the staffs and 
faculties of the local hospitals and medical 


schools of Philadelphia, will sponsor the Kighth | 


Annual Postgraduate Course on Diseases of the 
Chest, to be held at the Bellevue-Stratford Hotel, 
Philadelphia, Pennsylvania, March 7-11, 1955. 

Our postgraduate courses endeavor to bring 
physicians up to date on recent advancements 
in the diagnosis and treatment of heart and lung 
disease. Tuition is $75. on 

Further information may be ‘secured by writ- 
ing to the Executive Director, American College 
of Chest Physicians, 112 East Chestnut Street. 
Chicago 11, Illinois. 

< > 


Annual Conference on Medical 
Education and Licensure 


The Annual Congress on Medical Education 
and Licensure is conducted under the auspices 
of the Council on Medical Education and Hos- 
pitals of the American Medical Association, the 
Federation of State Medical Boards of the 
United States and the Advisory Board for Medi- 
cal Specialties. 

The following open meetings constituting the 
Congress on Medical Education and Licensure 
are called to your attention at this time: 

Saturday, February 5, 1955, 9:00 a.m. to 5 
p-m., Special Program in Postgraduate Medical 
Education: “The Potential Use of Television in 
Postgraduate Medical Education”. 
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Sunday, February 6, 1955, 9:00 a.m. to 12:30 
p-m., Open Meeting of Advisory Board for Medi- 
cal Specialties. 

Sunday, February 6, 1955, 2:00 to 5:00 p.m., 
Open Meeting of Federation of State Medical 
Boards. 

Monday, February 7%, 1955, 9:00 a.m. to 5:00 
p-m., Council on Medical Education and Hos- 
pitals — Highlighting Legal and Forensic Medi- 
cine in undergraduate medical education, the 
future status of the internship in the program 
of medical education, ete. 

Monday, February %, 1955, 7:00 p.m., Fed- 
eration Banquet. 

Tuesday, February 8, 1955, Federation of 
State Medical Boards of the United States. 

< > 


Lectures and discussions on 
current medical problems 


The Mayo Clinic and Mayo Foundation an- 
nounce a 4-day program April 19-22, 1955, in- 
clusive, of lectures and discussions on problems 
of current interest in the general fields of medi- 
cine and surgery. The number of physicians and 
surgeons who can be accommodated is necessarily 
limited. Those wishing to attend should com- 
municate with Dr. N. W. Barker, Mayo Clinic, 
Rochester, Minnesota, before March 1, 1955. 
Applications will be honored in the order in 
which they are received. There is no registra- 


tion fee. 
< > 


New Ciba-sponsored weekly 
television program on medical 
research 


A new network television program which will 
present the latest news of advances in medical 
and pharmaceutical research was premiered on 
Sunday evening, December 12th over ABC-TV 
under the sponsorship of Ciba Pharmaceutical 
Products, Ine., Summit, N. J. 

Called “Lifeline”, the new program is a dra- 
matic-documentary series designed for the physi- 
cian and the interested layman audience. It will 
been seen on 14 stations on Sunday at 8:15 to 
8:30 P.M. Central Standard Time and in two 
cities with delayed Kinescope telecasts. , 

Narrator of “Lifeline” will be Dr. Louis H. 
Bauer, past president of the American Medical 


Illinois Medical Journal 


A 
M 
1 U 
ti 
WI 
ke 
V1 
of 
in 
to 
ge 
ag 
ac 
te 
re 
fo 
te 
sh 
be 
te 
ar 
th 
to 
x 
Pp 
ni 
fo 
tr 
W 
ye 
ar 
pe 
: = for 


2:30 
Ledi- 


p-m., 
dical 


5:00 
Hos- 
[edi- 

the 


Fed- 


1 of 


an- 
, in- 
lems 
1edi- 

and 
arily 
inic, 
955. 
in 
‘tra- 


Association, Secretary-General of the World | 


Medical Association, and Chairman of the 
United Medical Service. 

“Lifeline” will be presented with the coopera- 
tion of the American Medical Association and 
will be seen in Chicago on WBKB and Milwau- 
kee on WT VW. 

Ciba is the first ethical pharmaceutical com- 
pany to present on open-circuit a network tele- 
\ision weekly series of this type. 

«< > 


A date to remember 


Attendance at the 1955 Clinical Conference 
of the Chicago Medical Society should be a 
inust on your schedule. Set aside four days — 
March 1, 2, 3 and 4, 1955 for valuable post- 
vraduate observations in the great medical center 
of Chicago. 

The Program Committee has made every effort 
to select papers of immediate value to both the 
veneral practitioner and specialist. 

This year the practical demonstrations will 
again be emphasized. Outstanding men will show 
actual patients illustrating problems in fractures, 
gynecology, neurology, ophthalmology, x-ray in- 
ierpretation and other topics. 

Twenty-four original papers dealing with cur- 
rent problems will be presented by some of the 
foremost medical authorities and educators. Color 
television on many interesting subjects will be 
shown daily during the Conference. There will 
be a carefully chosen series of scientific and 
technical exhibits of the latest research results 
and new prodycts. 

The completed program will be published 
within a few weeks, Meantime put a ring around 
these dates and make your reservation direct 
to the Palmer House which will be the head- 
quarters for the 1955 Clinical Conference. 


< > 


U.S. Civil Service Commission 
positions 

The U. S. Civil Service Commission has an- 
nounced that applications are now being accepted 
for Medical Officer for filling the following 
trainee positions in St. Elizabeths Hospital in 
Washington, D. C.: rotating intern, $2,800 a 
year, and a resident-in-training in psychiatry 
and in neurology, $3,400 to $4,200 a year. Ap- 
pointments will be open July 1, 1955. 


for January, 1955 


Applicants for the intern positions must be 
fourth-year students in an approved medical 
school. For the resident positions, applicants 
must be graduates from an approved medical 
school with the degree of doctor of medicine 
and in addition must have completed a full 
year’s internship or now be serving such intern- 
ship. No written test is required. The age limit 
of 35 years will be waived for persons entitled 
to veteran preference. Full details concerning 
the requirements is given in examination an- 
nouncement No. 429 (B). 


Applications will be accepted until further 
notice by the Board of Civil Service Examiners, 
St. Elizabeths Hospital, Washington 20, D. C. 
Further information and application forms may 
he obtained from most post offices or from the 
U.S. Civil Service Commission, Washington 25, 
C. 


< > 
Plans set for CME’s 1955 


convention in Los Angeles 


Outstanding lectures, panel discussions, and 
luncheon panel meetings, along with refresher 
courses, scientific and technical ‘exhibits, and 
women’s activities, will be featured at the 1955 
Alumni Postgraduate Convention in Los Angeles 
next February 15 to 17, Dr. William F. Quinn, 
General Chairman of the Convention’s Govern- 
ing Board, has revealed. 


The three-day convention, sponsored by the 
Alumni Association of the School of Medicine 
of the College of Medical Evangelists, is open 
to all physicians regardless of their school affilia- 
tion. Usually around one-third of the physician 
registrants are non-CME graduates. The Con- 
vention is geared primarily to the needs of gen- 
eral practitioners. 


The Scientific Assembly meeting from Tues- 
day through Thursday at the Biltmore Hotel, 
is preceded by two days of refresher courses on 
the CME’s Los Angeles campus at the White 
Memorial Hospital. These courses are“ also 
planned primarily for general practitioners and 
are open to all physicians. 

Requests for information about the 1955 APC 
should be addressed to the Managing Director, 
Walter B. Crawford, at 316 North Bailey Street, 
Los Angeles 33, California. 
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NEWS of the STATE 


ADAMS 


Society News.—The regular monthly meeting of 
the Adams County Medical Society was held at the 
Lincoln Douglas Hotel Monday night, Nov. 8, pre- 
ceded by a dinner in honor of the speaker, Dr. 
Frank D. Shobe of St. Louis, Instructor in Clinical 
Psychiatry, Washington University School of Med- 


icine. Dr. Shobe talked on “Psychiatric Care” and. . 


related some of the problems involved in the treat- 
ment of many mentally ill patients. Dr. Shobe re- 
lated the difficulties involved in organizing a Men- 
tal Hygiene Clinic in a small community which 
does not have a resident psychiatrist. 

At the business session, Dr. Orville Graves, Jr., 
and Bruce K. Johnson of Quincy were elected to 
membership in the Adams County Medical Society. 
Dr. Walter Stevenson, Chairman of the Nominating 
Committee, reported the nominating of officers -for 
1955. 


CLINTON 


Society News.—At a meeting of the Clinton 
County Medical Society in Breese, November 10, 
Drs. William F. Rose and F. D. Bihss discussed 
radioactive isotopes. 


COOK 


Changes at State Hospital—Dr. Kalman Gyarfas, 
clinical associate professor of psychiatry, University 
oi Illinois College of Medicine, has been named 
superintendent of the Chicago State Hospital. Other 
appointments include Drs. W. M. C. Harrowes, 
clinical director of research and education; Dr. John 
Cowen, assistant medical superintendent; Dr. Lad- 
islas J. Meduna, psychiatry consultant; Dr. Rudolph 
G. Novick, psychiatry consultant; Dr. R. A. Fisher, 
resident chest physician; Dr. Joseph D’Silva, re- 
sident chest surgeon, and Miss Freida Axen and 
Miss Catherine H. Hitchcock, chief nurse and assist- 
ant chief nurse, respectively. John T. Taylor, former 
army colonel on Gen. Douglas MacArthur’s war 
time staff, was named to fill a newly created posi- 
tion of assistant non-medical superintendent. Dr. 


Duncan Campbell, who had been acting superin- 
tendent, retired after eleven years service with the 
state. 

New Research in Rheumatic Fever.—The Samuel 
Sackett Foundation, established recently for scien- 
tific research, has selected as its first project an 
investigation of rheumatic fever and its related 
diseases. 

The research will be conducted in Northwestern 
University’s medical school. Studies will be sup- 
ported by income from the $500,000 foundation 
created by Mr. and Mrs. Samuel J. Sackett, of 
Evanston, and their daughter, Mrs. Elizabeth Sac- 
kett Crocker, of Houston, Texas. 

Foundation trustees are Mr. Sackett; Frank T. 
Murray, Chicago attorney, and Dr. Lowell D. Snorf, 
Northwestern professor of medicine, who resides 
in Wilmette. 

Laboratory facilities for the studies will be pro- 
vided in the new Morton Medical Research building, 
scheduled for completion in April at the North- 
western Medical Center on the University’s Chicago 
campus. 

The project will be directed by a senior investi- 
gator, yet to be appointed, within the medical 
school’s department of medicine. 

A broad and containing investigation is planned, 
rather than any specific study related to a limited 
aspect of rheumatic fever. Thus it is hoped to 
develop a cohesive and imaginative research pro- 
gram which will furnish a background for specific 
studies. 

The project has not been limited entirely to 
rheumatic fever, as this disease encompasses many 
fundamental medical disciplines. The approach will 
be broad enough so that the tenuous path of re- 
search from rheumatic fever to heart disease, for 
example, could logically be followed. 

In explaining his purpose in supporting the re- 
search, Mr. Sackett stated that “rheumatic fever 
leads to heart disease, and heart disease is our 
number one killer, far outdistancing polio or can¢er. 
Yet because it is less dramatic, far less is being 
done to conquer it. I am pleased that the North- 
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western University department of medicine will 
now be be able to undertake research in this field.” 

More than a million Americans are afflicted with 
rheumatic fever. The disease strikes hardest at the 
young. A major cause of heart disease in adults, 
it is the principal cause of death in the 5 to 19 
age group and second ranking cause of death in 
the years 20 to 24. 

Mr. Sackett, of 2430 Orrington, is a member of the 
Northwestern University Associates, an organiza- 
tion of business and civic leaders interested in the 
University. His daughter resides at 3257 Hunting- 
don pl. in Houston. 


Faculty Changes—Dr. John J. Sheinin, president 
of the Chicago Medical School has announced the 
rollowing appointments: To the department of 
surgery, Drs. Nathan N. Crohn, Samuel L. Gold- 
verg, Alfred W. Kneucker, Charles A. Schiff, 
Bernard Stodsky, and Samuel Perlow; to the de- 
partment of neurology and psychiatry, Dr. Alexander 
Rilkevitch; department of medicine, Dr. Epigniew 
Laprus. Promotions went to Dr. Irving Mack in 
the department of medicine; Dr. Milton Eisenstein, 
department of surgery, and Dr. Samuel I. Kauf- 
man, department of ophthalmology. 


Professor Hunt Gives Salmon Lectures.—Prof. 
William A. Hunt, chairman of Northwestern 
University’s psychology department, delivered the 
Thomas W. Salmon lectures before the New York 
Academy of Medicine on December 6, 8 and 9. 

His subject was the role of the clinical psy- 
chologist in the study and treatment of mental ill- 
ness. 

It is the first time since the lectureship was 
established in 1932 that the honor has been ex- 
tended to a psychologist. Most lecturers, chosen by 
an Academy committee on psychiatry and mental 
hygiene, have been selected from the fields of 
psychiatry and neurology. 

The only other exceptions have been Prof. Harold 
D. Lasswell, Yale University political scientist, 


‘who delivered the lectures in 1947, and the late 


Prof. Ralph Linton, Yale anthropologist, who lec- 
tured in 1953. 

A fellow and former board member of the Ameri- 
can Psychological Association, Prof. Hunt is a con- 
sulting editor of the Journal of Clinical Psychology, 
the Journal of Consulting Psychology and the 
Journal of Abnormal and Social Psychology. 


Paul Bucy Joins Northwestern—Dr. Paul C. 
Bucy has joined the faculty of Northwestern Uni- 
versity’s medical school as professor of surgery, 
it was announced by Dean Richard H. Young. 

Dr. Bucy since 1941 has been professor of neu- 
rology and neurological surgery at the University of 
Illinois. From 1928 to 1941 he was a faculty member 
at the University of Chicago medical school, where 
he headed the division of neurology and neurological 
surgery. During 1953 he was visiting professor of 
surgery at the University of Indiana. 


for January, 1955 


_ A graduate of the University of lowa medical 
school, Dr. Bucy is the author of several books 
and numerous articles in professional journals. He 
is a member of the Society of Neurological Sur- 
geons, the American Surgical Association, the Inter- 
national Surgical Society, the American Physio- 
logical Society, the American Neurological Associa- 
tion, and the American College of Surgeons. 

Society News.—Dr. Willis J. Potts gave the 
presidential address at the thirty-ninth annual meet- 
ing of the Institute of Medicine of Chicago, Decem- 
ber 6; his subject was ‘Children Cry.” 


DU PAGE 

Physicians Discuss Formation of Auxiliary.— 
Fifty physicians and their wives devoted the regular 
meeting of the DuPage County Medical Society, 
November 17, to discuss the possible formation 
of an auxiliary. Guest speakers were Mrs. Albert 
Kwedar, Springfield, president of the Woman’s 
Auxiliary to the Illinois State Medical Society; 
Mrs. Warren Young, Chicago, president-elect, and 
Mrs. Earl Liembacher, Joliet, Councilor for the 
Eleventh District which includes DuPage County. 

Membership Booklet.—The DuPage County Medi- 
cal Society has available a convenient booklet of 
its membership, classified according to towns. In 
addition, the individual members are “keyed” to 
show their particular field. The booklet also shows 
its Fifty Year Club members, members in armed 
forces and past service or retired members. 

Tips for Getting a Doctor.—Timely tips for ob- 
taining a physician in an emergency were published 
in the DuPage Press, November 27, based on an 
interview with Dr. Samuel K. Lewis, secretary- 
treasurer of the DuPage County Medical Society. 
Any one needing a physician should call the county 
medical society for the names of several; once a 
physician is obtained, all numbers where he can 
be reached should be kept at the telephone. In ar 
emergency, don’t call a specialist, Dr. Lewis warned; 
instead let your family physician select one for 
you. In connection with the story, the names and 
addresses of several general practitioners in the 
area were published for the benefit of newcomers. 


KNOX 

Election of Officers—Dr. Charles Paisley is the 
new president of the Knox County Medical So- 
ciety; other officers chosen at the November 19 
meeting are Drs. Kenneth Smart, vice president, 
and Fred Stansbury, secretary-treasurer. Dr. Orville 
E. Gordon, associate professor of ophthalmology, 
Northwestern University Medical School, Chicago, 
addressed the Society on “Common Eye Disorders.” 


MACON 

Society News.—‘‘Anemia in Children” was dis- 
cussed by Dr. C. J. Harrison, St. Louis, before 
the Macon County Medical Society, November 23, at 
the Decatur Club. Dr. Harrison is professor of 
pediatrics at Washington University School of 
Medicine. 


erin- 
1 the 
muel 
cien- 
t an 
lated 
stern 
sup- 
ition 
Sac- 
1orf, 
sides 
pro- 
ling, 
rth- 
‘ago 
°sti- 
ned, 
ited 
to 
cific 
to 
any 
will 
re- 
for 
re- 
ver 
our 
ter. 
ing 
‘th- 
nal 53 


MADISON 

Society News.—Dr. C. M. Christensen, Spring- 
field addressed the Madison County Medical So- 
ciety at St. John’s Methodist Church, Edwardsville, 
December 2, on “Replacement Transfusion in Ery- 
throblastosis.” 


SANGAMON 

Dr. Schuman Goes to Minnesota—Dr. Leonard 
M. Schuman has resigned as deputy director in 
charge of the division of preventive medicine of 
the Illinois State Department of Public Health to 
become affiliated with University of Minnesota 
School of Public Health. No arrangements have 
been made to fill the vacancy left by Dr. Schuman’s 
resignation. According to the Bulletin of the Sanga- 
mon County Medical Society, the division of pre- 
ventive medicine will be consolidated with the 
division of maternal and child health. Dr. Donald- 
son F. Rawlings, head of the division of maternal 
and child health, will be in charge of the consoli- 
dated administrative unit. Dr. Norman J. Rose 
will be first assistant to Dr. Rawling and will 
continue to handle venereal disease control and the 
school health program. Dr. Ruth Church, who has 


been working with Dr. Schuman for about a year. . 


and who was formerly a district health officer, will 
be on the medical staff in charge of communicable 
diseases. 

Society News.—Dr. George M. Cummins, associ- 
ate professor of medicine, Northwestern University 
Medical School, Chicago, discussed “Edema” be- 
fore the Sangamon County Medical Society, No- 
vember 4. Dr. Burtis E. Montgomery, Harrisburg, 
chairman, Illinois State Medical Society Advisory 
Committee to Illinois Public Aid Commission, “ad- 
dressed the business meeting. 


VERMILION 

Society News.—At the November 2 meeting of 
the Vermilion County Medical Society, Dr. Joseph 
Tarkington, Evanston, discussed brain injuries. 


WINNEBAGO 

Personal.—Three new members of the Winne- 
bago County Medical Society are Drs. Harold P. 
Krueger, Bruce Marshal and Richard G. Wilson. 
Dr. Krueger graduated from the University of Buf- 
falo School of Medicine; Dr. Marshall at Western 
Reserve University Medical School, and Dr. Wilson 
at the University of Iowa College of Medicine. 


GENERAL 
New Call for Physicians—Colonel Paul G. Arm- 
strong, state drector of selective service, has notified 
the Illinois Advisory Committee that a call has 
been received for 132 physicians to be inducted 
from Illinois on March 30, 1955. To be included 
in the call will be men in priorities I and II of any 
age and, in addition, men in priority III born after 
January 1, 1917. 
Colonel Armstrong emphasized that physicians 
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ordered for induction on March 30, 1955 must apply 
for commissions immediately, since they must be 
actually commissioned by that date or they will 
be inducted as enlisted men. 

He said the National call for March is 1,275 
physicians, of which the Army will receive 825, the 
Navy 200 and the Air Force 250. 

Colonel Armstrong also pointed out that Selective 
Service will continue to process for physical ex- 
amination and induction Priority I and II of all 
ages, and Priority III physicians born after Janu- 
ary 1, 1917. 

Postgraduate Conference—The Postgraduate 
Education Committee of the Illinois State Medical 
Society, in cooperation with the faculty of the Uni- 
versity of Illinois College of Medicine, presented 
a postgraduate conference at Olney, Illinois, on 
Thursday, January 13, 1955. The Richland County 
Medical Society was host. 

Speakers included: Abraham F. Lash, M.D., 
What’s New in Obstetrics and Gynecology, John 
T. Reynolds, M.D., What’s New in Surgery; 
Nicholas J. Cotsonas, M.D., What’s New in Internal 
Medicine and Heyworth N. Sanford, M.D., What’s 
New in Pediatrics. 

P. R. Day.—The Annual Public Relations Day 
Luncheon and Program of the Woman’s Auxiliary 
to the Chicago Medical Society was held on Novem- 
ber 16 in the Crystal Ballroom of the Sheraton- 
Blackstone Hotel. Mrs. Edward C. Helfers, Public 
Relations Chairman, was in charge of the program. 
She was assisted in arrangements by Mrs. Mathew 
Uznanski and the twelve member branches who 
acted as hostesses. 

Dr. Walter C. Alvarez, the guest speaker had 
as his topic “How Women Make Themselves Nerv- 
ous”. Dr. Alvarez was introduced by Dr. Frank 
Fowler, President of the Chicago Medical Society. 
Mrs. Maurice Hoeltgen, President of the Auxiliary 
presided. 

There were many distinguished guests from rep- 
resentative civic organizations. The members at 
large gave their full support by contacting and 
bringing guests from their own immediate area. 

“Your Doctor Speaks” Ends with Close of 
Station—On December 31, FM Station WFJL 
formally closed, ending five years’ service. Since 
its inception, the Educational Committee of the 
Illinois State Medical Society has prsented a series 
“Your Doctor Speaks” during the entire five years. 
Since the last issue of the Illinois Medical Journal, 
the following physicians have participated: 

Dale §S. Raines, instructor in medicine, North- 
western University Medical School, October 28, 
The Electrocardiogram and How It is Used by the 
Physician. 

Alfred L. Siegel, clinical associate in medicine, 
Chicago Medical School, November 4, Your Heart 
Attack. 

Edward Bigg, assistant professor of medicine, 
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Northwestern University Medical School. November 
11, Recent Advances in the Management of Thy- 
roid Disease. 

John F. Chase, attending physician, St. Eliza- 
beth’s Hospital, December 2, Two Common Types 
of Arthritis. 

Raymond Grissom, member of the pediatric staff, 
West Suburban Hospital, December 9, Our Chil- 
dren’s Eyes. 

Paul W. Searles, Director, department of anes- 
thesia, St. Luke’s Hospital, December 16, The Role 
of the Anesthetist. 

George M. Osborne, member of the staff of 
Walther Memorial Hospital, December 23, Hernia. 

Mark C. Wheelock, associate professor of pa- 
thology, Northwestern University Medical School, 
December 30, The Pathologist’s Position in Cancer. 

“All About Baby” on WGN-TV.—Since the last 
issue of the Illinois Medical Journal, the following 
physicians have appeared on “All About Baby” on 
WGN-TV, Channel 9. A Jules Power Production, 
the telecast features Ruth Crowley, R.N., and 
physicians are invited by the Educational Com- 
mittee of the Illinois State Medical Society: 

Fletcher Austin, associate in otolaryngology, 
Northwestern University Medical School, Novem- 
ber 24. 

Morton B. Andelman, member of the pediatric 
staff, Sarah Morris Hospital for Children, December 

Alice M. Dakin, clinical associate in pediatrics, 
Stritch School of Medicine of Loyola University, 
December 8. 

Irving H. Rosenthal, member of the pediatric 
staff, Mount Sinai Hospital, December 15. 

Eleanor Hamilton, member of the pediatric staff, 
Holy Cross Hospital, December 22. 

James P. Fitzgibbons, assistant professor of ob- 
stetrics and gynecology, University of Illinois Col- 
lege of Medicine, December 29. 

Lectures Arranged Through the Educational Com- 
mittee of the Illinois State Medical Society: 

Dale S. Raines, Austin Woman’s Club, January 
10, on Let’s Talk About Your Heart. 

W. Robert Elghammer, Danville, Prairie Green 
PTA, Wellington, January 17, on Understanding 
the Adolescent. 

Sol P. Ditkowsky, Sisterhood Austin Jewish 
Community Center, January 19, on Child Psy- 
chology. 

David Slight, Woman’s Auxiliary to Northwest 
Branch of the Chicago Medical Society, January 
25, on Meaning of Mental Health. 

Frederick Stenn, Gage Park Women’s Club, Feb- 
ruary 22, on New Frontiers in Medicine. 

Lectures Arranged Through the Scientific Serv- 
ice Committee of the Illinois State Medical Society: 
Leon Unger, Stock Yards Branch of the Chicago 
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Medical Society, February 18, on Some Newer 
Phases of Allergy. 

George M. Cummins, Douglas Park Branch of 
the Chicago Medical Society, March 29, on Cardio- 


vascular Aspects of Aging. 


DEATHS 

John Alfred Ascher, Freeport, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois in 1897, 
died recently, aged 79, of coronary thrombosis. He was 
a member of the House of Delegates of the American 
Medical Association in 1918; past president of the 
Stephenson County Medical Society; served as mayor 
of Freeport, and was a member of the staffs of 
Deaconess and St. Francis Hospitals. ; 

Joseph L. Baer*, Chicago, who graduated at Rush 
Medical College in 1904, died December 8, aged 74. 
He was senior attending obstetrician and gynecologist 
and former chief of staff of Michael Reese Hospital ; 
former president of the American Gynecological So- 
ciety; and a member of the board of governors of the 
American College of Surgeons and the Chicago Insti- 
tute of Medicine, of which he was a former president. 

Robert K. Campbell*, Springfield, who graduated 
at St. Louis College of Physicians and Surgeons in 
1908, died recently aged 74. He was a member of the 
American College of Chest Physicians. 

Earl R. Cochran*, Rockton, who graduated at Chi- 
cago College of Physicians and Surgeons in 1908, died 
August 27, aged 76. 

Edward A. Doepp*, retired, Blue Island, who 
graduated at the College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of IIli- 
nois, in 1890, died November 28, aged 88, in St. Francis 
Hospital, Blue Island, which he was instrumental in 
founding in 1904. 

Robert G. Frolick*, Quincy, who graduated at 
Rheinische Friedrich-Wilhelms-Universitét Medizinische 
Fakultat, Bonn, Germany, in 1935, died August 4, aged 
47, of brain tumor. 

Mannie Charles Hecht*, Wilmette, who graduated 
at the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1907, died September 23, aged 70 of adenocarcinoma 
of the lung. 

T. Gaillard Knappenberger*, Champaign, who 
graduated at the College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of IIli- 
nois, in 1906, died September 14, aged 71, of heart 
block. 

Abraham A. Low*, Evanston, who graduated at 
Medizinische Fakultat der Universitat, Wien, Austria, 
in 1919, died November 17, aged 63. He was clinical 
associate professor of psychiatry at the University of 
Illinois College of Medicine. 

Robert Stanton McCaughey*, Danville, who grad- 
uated at Rush Medical College in 1902, died August 9, 
aged 78, of pulmonary embolus, after fracture of a 
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hip. He was a fellow of the American College of Physi- 
cians. 

Edmund Brewer Montgomery, Quincy, who grad- 
uated at Jefferson Medical College of Philadelphia in 
1878, died December 8, aged 97. He had completed 76 
years of practice, was a charter member of the Ameri- 
can College of Surgeons and a member of the “Fifty 
Year Club” of the Illinois State Medical Society. 

Fred H. Muller*, Chicago, who graduated at 
Loyola University School of Medicine in 1909, died 
November 23, aged 68. He was a past president of the 
Chicago Medical Society and affiliated with the Evan- 
gelical Hospital of Chicago of which he was a past 
chief of staff. 

Leo Oppenheimer*, Wilmette, who graduated at 
Julius-Maximilians Universitat Medizinische Fakultat, 
Wirzburg, Bavaria, in 1915, died November 24, aged 
63. He had practiced medicine in Wilmette since 1934. 

Samuel Abraham Parmuth, Chicago, who gradu- 
ated at Jenner Medical College in 1913, died October 
25, aged 70, of arteriosclerotic heart disease. He served 
on the staff of the Norwegian American Hospital. 

Arthur David Pollock, Industry, who graduated at 
the University of Michigan Department of Medicine 
and Surgery, Ann Arbor, in 1898, died September 28, 
aged 82, of cerebral hemorrhage. ii 


Harry Pierce Reuss*, Granite City, who graduated 


at Washington University School of Medicine, St. 


Louis, in 1910, died October 9, aged 66, of cancer. He 
was a fellow of the American College of Surgeons. 


The research worker 

Chief among trends in medical research has 
been the major allocation of funds for project 
research. In essence, this may be described as 
follows: an investigator outlines in greater or 
lesser detail (more often the former) the precise 
nature of the problem, the method of attack, 
the equipment, the personnel, and the amount 
of money required for its successful completion 
within a period of one or two years. In effect, 
this commits the investigator to a rigid and 
unswerving course from which he cannot stray 
to pursue promising leads and, because of the 
short term nature of such grants, it keeps him 
in a perpetual state of insecurity. Maurice B. 
Strauss M.D., Project Research. BMG, June 


1954. 
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Isadore I. Schwager, Chicago, who graduated at 
Chicago College of Medicine and Surgery in 1917, died 
in the Mount Sinai Hospital, October 12, aged 64, of 
cerebral thrombosis. He was also a dentist. 

Raymond G. Scott*, Geneva, who graduated at 
Rush Medical College in 1897, died December 8, aged 
79. He was a former president of the Kane County 
Medical Society. 

Robert Hardy Stewart*, Galva, who graduated at 
Chicago College of Medicine and Surgery in 1911, died 
in Kewanee recently, aged 73. 

Joseph Edward Ursich*, LaGrange Park, who 
graduated at Northwestern University Medical School 
in 1921, died September 24, aged 59, of chronic myo- 
carditis and coronary disease. He served on the staff 
of St. Anthony de Padua Hospital, in Chicago. 

Shipley Wayland, Chicago, who graduated at 
Harvey Medical College, Chicago, in 1902, died Novem- 
ber 11, aged 80. He had practiced medicine on Chicago’s 
south side more than 50 years. 

Gene S. Wong*, Chicago, who graduated at the 
Chicago Medical School in 1938, died November 13, 
aged 50. He was a member of the staff of Mother 
Cabrini Memoriai Hospital. 

Benjamin Franklin Zobrist*, Assumption, who 
graduated at St. Louis University School of Medicine 
in 1906, died September 4, aged 74, of heart disease. He 
was a past president of the Christian County Medical 
Society, and had served as mayor. 


* Member of the Illinois State Medical Society. 


The silent coronary 
A series of 220 cases of myocardial infarction, 


proved by necropsy or serial electrocardiograms, 
has been carefully studied. There were 10 (4.5 
per cent) patients with painless infarcts. Melvin 
D. Roseman, M.D. Painless Myocardial Infarc- 
tion. Ann. Int. Med., July 1954. 
< > 

There has been a striking change in the tuber- 
culosis picture over the past 25 years. A marked 
shift from female to male and also towards the 
older age groups both regarding morbidity and 
mortality has occurred. Tuberculosis is becoming 
increasingly a disease of people over 50 years 
of age and especially is this so in respect, to 
males. G. C. Brink, M.D., Canadian J. Pub. 
Health, May, 1954. 
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no precipitation observed when 5% solue 
tion submitted to action of gastric juices. 


solutions of Neothylline in distilled water 
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in cardiovascular dilation, Neothylline is effective as a diuretic and 
myocardial stimulant in the management of edema secondary to congestive heart fail- 
ure. Most noted is elimination of pain and normal oxygenation of the cardiac muscle. 


Neothylline is also indicated in the treatment of bronchial asthma, paroxysmal 


cardiac dyspnea and Cheyne Stokes respiration. 


Neothylline is better tolerated orally in larger doses than most theophyl- 
line derivatives (such as aminophylline) which produce gastric irritation. 
In contrast to the latter it can be given orally in sufficiently large 
doses to produce the characteristic bronchodilator and respiratory 
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Encouraging news 
An interesting revelation of the impairment 


study was the finding that rheumatic fever does 
not carry with it an unfavorable insurance ex- 
perience. In cases with a history of acute rheu- 
matism within five years of the time of exami- 
nation, the mortality rate was borderline between 


standard and substandard. When the attack had: 


occurred more than five years previous to ex- 
amination, mortality was normal. Deaths from 
diseases of the heart in this group of cases with 
a history of rheumatic fever were somewhat in 
excess of the expected death rate from this cause 
but it is of interest how low rather than how 
high the mortality rate was in this group of 
individuals. Within the past few years several 
excellent clinical studies, such as those of Jones, 
Bland, Wilson, and Lubschez, have likewise 
shown that the ultimate life expectancy of in- 
dividuals with acute rheumatic fever is far bet- 
ter than had formerly been supposed. The study 
referred to, presents the first mortality experi- 
ence on insured lives with chorea. The mortality 
data indicate that a history of an attack of 
chorea carries with it a moderately increased 
ultimate mortality rate which, in this study, 
actually exceeded that of acute rheumatic poly- 
arthritis. The mortality of diseases from the 
heart and circulatory system was considerably 
in excess of that anticipated. Harry FE. Unger- 
leider, The Internist and Life Insurance, Ann. 
Int. Med., July 1954. 


< > 


Health insurance in Illinois 

The Illinois Voluntary Health Services Plans 
Act of 1951 is a unique example of progressive 
health insurance legislation. This statute enables 
the formation of non-profit medical service plans 
under consumer sponsorship. Thirty per cent of 
the trustees of such groups must be licensed phy- 
sicians ; doctor representation is assured but lay 
control is permitted. Group practice is facilitated 
because there is no requirement that all or a 
majority of doctors in the area participate. The 
Illinois State Medical Society assisted in secur- 
ing the passage of this legislation. But other 
medical societies have not been so forward-look- 
ing. The American Medical Association: Power, 
Purpose, and Politics in Organized Medicine, 
The Yale Law Journal, May 1954. 
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BOOK REVIEWS | 


GLOBAL EPIDEMIOLOGY. A Geography of 
Disease and Sanitation. James 8. Simmons, 
M.D., Tom F. Whayne, M.D., Gaylord W. 
Anderson, M.D., and Harold M. Horack, M.D. 
The J. B. Lippincott Company, Philadelphia 
Volume III, 1954. Price $12.00. 


The first volume of this unusual book was 


based upon surveys made for the Medical De- 


partment: of the United States Army outlining 
the cause and prevention of epidemic diseases 
‘and tropical diseases in general. This third vol- 
ume refers to disease conditions found in the 
Near and Middle East, and two additional vol- 
umes are to be published later which will cover 
the diseases of Europe and Latin America. Data 
from 17 countries are reviewed in this current 
volume, covering geography and climate, popula- 
tion and socio-economic conditions, environment 
and sanitation, health services and medical fa- 
cilities, diseases found within the respective 
countries, and an interesting summary for each 
of them. 


Within the covers of this book will be found 
information not available in one book elsewhere, 
and it should be of great interest to physicians, 
public health workers, economists and especially 
to those who propose to travel in these countries. 


The last section of the book entitled Health 
Hints for the Tropics, gives information espe- 
cially for travelers, on climate, water, food, in- 
sects and insect vectors of disease, necessary 
immunizations and much additional and valu- 
able information for the traveler. Information 
is likewise given on heat disturbances, how to 
dress and other essential data for those proposing 
to visit these countries. As frequently stated 
following the appearance of the two previous 


50 


volumes, this book and the two which are now 
being prepared, will be of great value in the 
study of diseases and geomedical conditions 
throughout most of the world. 


< > 


WINE AS FOOD AND MEDICINE. Edited by 
Salvatore P. Lucia, A.B., M.D., Se.D., 
F.A.C.P., Professor of Medicine, University 
of California School of Medicine. Published 
by The Blakiston Company, Inc., New York, 
Toronto. Copyright 1954. 

Wine has appeared in the amenitorium of 
healers since before the ancient Greeks. It is still 
used rather extensively on the continent. How- 
ever, in the United States it has gradually fallen 
into disuse. 

This fascinating little book deals with wine 
as a food and a medicine. 

Dr. Lucia has explored the chemistry of wine. 
He has detailed its usefulness as a food and its 
therapeutic application in disorders of the diges- 
tive, respiratory, cardiovascular, neuromuscular 
systems, and in the infectious diseases. 

His observations on the use of wine in the 
treatment of the aged and convalescent are par- 
ticularly apropos. 

< > 


INDEX OF DIFFERENTIAL DIAGNOSIS. 
Edited By Arthur H. Douthwaite, M.D., 
F.R.C.P. Seventh Edition. Published by The 
Williams and Wilkins Company, Baltimore. 
Copyright 1954. 

The first edition of this text was published in 
1912. Dr. Herbert French died in London in 
1951. The present edition (seventh) was com- 
pleted by Dr. Douthwaite, an old student of Dr. 

(Continued on page 54) 
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Book reviews (Continued) 

French. In. it he has in many instances, with 
the aid of contributors, almost entirely rewritten 
most of the articles. The general overall plan of 
the book, however, has remained unchanged. 
The index has been simplified by removing over- 
Japping or repetitious material. Much new ma- 
terial has been added to keep pace with the 
rapid advances of medicine. 

It remains, as in the past, a ready reference 
book for busy men in everyday practice and in- 
quiring students. 

< > 
ILLUSTRATED REVIEW OF FRACTURE 

TREATMENT. Edited by Frederick Lee Lie- 

bolt, A.B., M.D., Se.D., LL.D. First Edition. 

Published by Lange Medical Publications, 

Los Altos, California. Copyright 1954. Price 

Here is an excellent primer on fractures for 
use of students residences and general practi- 
tioners. The first three chapters deal with anat- 


omy and physiology, clinical examination of: 


fractures and principles of treatment of frac- 
tures. This approche is based upon sound gen- 
eral principles. 


The remaining fourteen chapters deal with 
specific fractures by regions. These are well 
illustrated by line drawings which indicate not 
only the specific fracture, but the mechanism 
by which these fractures occurred. Scattered 
throughout the text are reproduced radiographs. 
Several different methods of tratment are usually 
clearly illustrated for each type of fracture. 

A glossary and adequate index is found at the 
back of the book. 
< > 
RECURRENT DISLOCATION OF THE 

SHOULDER: Edited by James A. Dickson, 

M.D. Alfred W. Humphries, M.D. And Harry 

W. O’Dell, M.D. Published by The Williams & 

Wilkins Company, Baltimore. Copyright 1953. 

Price $4.50. 

This very scholasy monograph on recurrent 
dislocation of the shoulder is an attempt on 
the part of the authors to correlate the many 
divergent theories and views on its etiology and 
treatment. 

Much confusion exists in this field among 
orthopedic and general surgeons because of lack 


(Continued on page 58) 
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—to help the geriatric patient with early or ad- 
vanced signs of mental confusion attain a more 
optimistic outlook on life, to be more cooperative 
and alert, often with improvement in appetite and 
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Metrazol, a centrally acting stimulant, increases 
respiratory and circulatory efficiency without over- 
excitation or hypertensive effect. 
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Folic Acid, a member of the vitamin B 
complex, is now recognized as being an 


l with 


2 well essential nutritional element. It is a vital 
te not factor in the formation of not only red 
anism blood cells but all body cells and, there- 
ittered is factor to nor- 
raphs. 
sually During infancy and pregnancy, the need 
sith for Folic Acid is intensified. Certain 
t th macrocytic anemias sometimes observed 
at the during those periods are only one of 
a. % many possible signs of folic acid deficiency, 
all promptly responding to this vitamin. 
THE Although it is found in a number of 
natural foods, Folic Acid is not usually 
ckson, present in abundance. As with other 
Harry vitamins, it may be notably absent from 
ums & certain diets. 
1953. When you prescribe a vitamin prepara- 
tion, particularly for an infant, a growing 
seetek child, or a mother-to-be, remember the 
established importance of Folic Acid and 
ot on specify one of the many products that 
many contain it! 
y and Most leading pharmaceutical manufac- 
turers, recognizing the essential nature of 
mong Folic Acid, include it in their multi- 
lack vitamin preparations. This message is 


presented in their behalf. 
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of adequate follow up on individual cases and 
correlation of existing pathology. The authors 
have made no attempt to evaluate the various 
methods of treatment. They are more interested 
in condensing this vast subject for further in- 
vestigation and elaboration of more satisfactory 
methods of treatment. 

There is an excellent bibiography at the end 
of the closing chapter and the line drawings and 
are excellent. 


< > 

ALLERGIC PRURITUS: Edited by Stephan 
Epstein, M.D. Panel Discussion Rudolf L. 
Baer, M. D., Francis W. Lynch, M.D., Stephan 
Epstein, M.D., Herbert Rattner, M.D., Carl 
Laymon, M.D., Stephen Rothman, M.D., 
James R. Webster, M.D. Published by Bruce 
Publishing Company, Saint Paul and Min- 
neapolis. Copyright 1952. Price $2.50. 
Anyone in the practise of medicine has had 


“to deal with the annoying and exasperating 


problem of pruritus. We all at times have en- 
countered cases which have by their presistence 
and insistance eventually proved completely 
frustrating. 

This symposium is an official publication of 
the American College of Allergists. The seven 
contributors were selected because of their large 
personal experience in this field. 

The subject is thoroughly explored from the 
physiology, pharmacology, psychosomatic and in- 
fectious aspects of etiology through all phases 
of treatment including ACTH and Cortisone. 

The prospective reader must bear in mind that 
this is not a textbook on the subject of allergic 
pruritus, but rather a series of essays by men 
of vast clinical experience. 


< > 
BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 

Sanpoz ATLAs oF HAEMATOLOGY. Sandoz Ltd., Basle, 
Switzerland, 1952. Address requests to Sandoz Blood 
Atlas, 68 Charlton Street, N.Y. 14, N.Y. $7.00. 

STANDARD VALUES IN NUTRITION AND METABOLISM. 
The second fascicle of a Handbook of Biological 

(Continued on page 60) 
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salicylate formula 


HIGH in analgesic power 
Lvy in nisk to the patient 


Whenever rapid and sustained salicylate 
action is desired, ELPAGEN gives 

your patient the benefits of a 
potentiated salicylate combination in 
uncoated tablet form—without the 
gastric irritation of unmodified 
salicylates and without the potential 
dangers (or expense) of ACTH or 
cortisone itself. 


for January, 1955 


Each orange-colored, uncoated tablet provides: 


Sor. (325mg) porenTIATED 
aminobenzoate.... 3gr. (195 mg.) 

Salicylamide........ Yagr. (32.5 mg.) 

plus 

SAFEGUARD AGAINST 
VITAMIN C DEPLETION AND 

CAPILLARY HEMORRHAGE 

Dihydroxy aluminum 


aminoacetate..... Yagr. (32.5 mg.) 


3 
SUPPLIED in bottles of 100 and 500 tablets. INSEE 


1. Van Cauwenberge, H.: Lan- 


cet 261:374, 1951; Van Cauw: 

berge, THE E. L. PATCH COMPANY 
Soc. Exper. Biol. & 

Mea. 80:51, 1952. 2. Pelloja, STONEHAM . MASSACHUSETTS 


M.: Lancet 1:233, 1952. 3. 
et al.: J. Am. Pharm. 
, Scient. Ed. 39:21, 1950. 
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Books received (Continued) 


Data. Edited by Errett C. Albritton, A. B., M. D., 
Fry Professor of Physiology, The George Washing- 
ton University. Prepared under the Director of the 
Committee on the Handbook of Biological Data, 
American Institute of Biological Sciences, The Na- 
tional Research Council. 380 pages. W. B. Saunders 
Company, Philadelphia, London, $6.50. 

Peptatric DiacNosis. Morris Green, M. D., Assistant 
Professor of Pediatrics, Yale University School of 
Medicine, and Julius B. Richmond, M. D. Professor 
and Chairman of the Department of Pediatrics, State 
University of New York College of Medicine at 
Syracuse. 436 pages. W. B. Saunders Company, 
Philadelphia, London, $10.00. 

Review or MepbicaLt MicroptoLocy. By Ernest Jawetz, 
Ph. D., M. D., Professor of Bacteriology and Lec- 
turer in Medicine and Pediatrics, University of Cal- 
ifornia School of Medicine, San Francisco, and 
Joseph L. Melnick, Ph. D., Professor of Epidemi- 
ology, Yale University School of Medicine, New 
Haven, and Edward A. Adelberg, Ph. D., Assistant 
Professor of Bacteriology, University of California, 
Berkeley. Lange Medical Publications, P. O. Box 
1215, Los Altos, California. $4.50. i 

THe City or Hope. By Samuel H. Golter. G. P. Put- 
nam’s Sons, 210 Madison Avenue, New York, New 

York. $3.50. 


Sports INjurtes — Prevention and Actives Treatment. 


By Christopher Woodard, Honorary Consultant to 
British Olympic Teams, 1948 and 1952. Max Parrish 
Publisher, London. Distributed in the U. S. by Track 
& Field News, P. O. Box 296-V, Los Altos, Cal- 
ifornia. $3.00. 


CisA FoUNDATION SYMPOSIUM ON HyYPERTENTION 


Humoral and Neurogenic Factors. Editors for the 
Ciba Foundation — G. E. W. Wolstenholme, O. B. 
E., M. A., M. B., B. Ch., and Margaret P. Cameron, 
M. A., A. B. L. S., Assisted by Joan Etherington. 
73 illustrations. Little, Brown and Company, Boston. 
$6.75. 


HANDBOOK OF MEDICAL TREATMENY. Fourth Edition. 


Lange Medical Publications. $3.00. 


THE ADOLESCENT CHILD — A Realistic Approach to 


Treatment and Training. Proceedings of the 1954 
Spring Conference of the Child Research Clinic of 
The Woods Schools, held in New Orleans, Louisiana, 
April 9 and 10. Sponsored by The Woods Schools 
—a non-profit residential school for Exceptional Chil- 
dren, Langhorne, Pennsylvania. No charge. 


THE ROoLe oF THE Pirutrary IN CaNcer. The Clinical 
~ value of pitvitary lipid treatment. By Henry K. 


Wachtel, M. D., The William-Frederick Press, New 
York, 1954. $2.00. 


This drug has proved able 
to control the disease 
in two-thirds of patients 


with ulcerative colitis, 


who had previously failed to 


respond to standard colitis 


therapy currently in use*. 


* See MORRISON: Rev. of Gastroent., Oct. 1953. : BRAND OF SALICYLAZOSULFAPYRIOINE 


PHARMACIA LABORATORIES, INC. 


270 Park Avenue, New York 17, N. Y. 
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Terra-Cortril 


TERRA-CORTRIL Topical Ointment is the new, easy-to-write name 
for CORTRIL Topical Ointment with TERRAMYCIN Hydrochloride. 


TERRAMYCIN® CORTRIL® 


The exclusive, proved broad-spectrum anti- The predominant anti-inflammatory glucocor- 
biotic with world-wide clinical acceptance ticoid, made more readily available through 
— discovered and developed by Pfizer. Pfizer fermentation production methods. 


supplied: in 14-0z. tubes, 3% TERRAMYCIN (oxytetracycline hydrochloride) 
and 1% corTRIL (hydrocortisone) in an easily applied ointment base. 


also available: 
CORTRIL Topi 


Pp 


‘ CORTRIL Tablets 
‘Pfizer PFIZER LABORATORIES CORTRIL Acetate Ophthalmic Ointment 


Division, Chas. Pfizer & Co., Inc, CORTRIL Acetate Aqueous Suspension 
Brooklyn 6, New York for intra-articular injection 


*brand of ox ycline and hyd. i TERRA-CORTRIL Ophthalmic Suspension 


for January, 1955 
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Define and spell it out 


There is urgent need today for organized , 


medicine to summon all of its divergent ele- , ‘ualifications to advise. O. J. Campbell, M.D., 


’ Problems and Obligations of Organized Medi- 


ments and to define and spell out a reasonable 
relationship, especially between general practi- 
tioners and specialists. To illustrate: The Ameri- 
can College of Surgeons has declared it a breach 
of ethics for a surgeon to use a referring general 
practitioner as an assistant. Granting that on 
occasions such assistance may be but a subter- 
fuge for a split fee and, granting that the gen- 
eral practitioner has no vested interest in his 
patient he nevertheless, often by being the family 
doctor, holds a trusteeship toward his patient’s 
health, which would be poorly served were he 
forced off the case when surgery is involved. 
Most of us who are members and strong sup- 
porters of the College believe this to be wrong, 
believe it will discourage requests for consulta- 
tion and reference of cases, and will serve to 


isolate general practitioners into a “resentful _. 


and dissident group. The principle which I wish 
to emphasize is that questions as basic as that 
of ethics and that of all-important relationships 
is a matter to be settled by organized medicine 


as a whole and not by a special group, no mat- 
ter how sincere the motives or how great the 


cine. Minnesota Med., June 1954. 


< > 


The works 

If the patient is having enough trouble with 
his back to spend his time and money for a 
medical opinion, don’t let him go without get- 
ting an x-ray film. This is important for every 
patient with a backache. I don’t know of any 
luxury that is more expensive and less produc- 
tive than poor films. The films must be of good 
quality. Every now and then films are mailed 
to us that must have been taken on a cloudy 
day in London, because you can just see the haze 
of a battleship or a ship in the harbor; aside 
from that you can’t tell what it is. To know 
if there is any arthritic lipping or any narrowing 
of a disk space or the possibility of a metastasis 
from carcinoma, you must have good diagnostic 
films. Carlo Scuderi, M.D., Backache, Postgrad. 
Med., April 1954, 


Angina pectoris 


prevention 


Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 
nemia have not been observed with 
METAMINE, nor have the common nitrate 
side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 


meal and at bedtime. 
Thes Leming $60: Inc 


155 East 44th St., New York 17, N. Y. 


unique amino nitrate 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg, 


Bottles of 50 and 500 
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ELECTRON COURTESY R.C.A. LASORATORIES 
Protews vulgar 29,000 X 


Proteus vulgaris is a Gram-negative organism commonly involved in 
urinary tract infections + septicemia 


peritonitis following low perforation of the gut. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN’ 


100 mg. and 250 mg. capsules 


ral TRADEMARK, REG. U. S. PAT. OFF. 


Miami Heart Institute 


A non — Cardio-vascular Center 
Endorsed by Florida Heart Association 


Accommodations for 
ambulant patients and guests 


Recreation—Research—Rehabilitation 
Staff open to Dade County 
Medical Association 
4701 N. Meridian Avenue, 
Miami Beach, Fla. 

On Beautiful Surprise Lake. 


THUMBSUCKING 


since infancy caused this malocclusion. 


THUM broke the habit 
and teeth returned to 
normal position. 


TRADE MARK 


Get Thum at your druggist or surgical dealer. 
Prescribed by physicians for over 20 years. 


The cervix and uterus 
Some of us were taught in medical school to 
put one finger in the vagina and one finger on 
our nose. If the cervix felt like the nose it was 
normal; if it was harder, it was the site of can- 
cer; and if it was softer, then the woman was 
pregnant. This one-finger examination, however, 
is not entirely satisfactory. One finger in the 
rectum and one in the vagina, with the other 
hand on the abdomen, offers a far better and 
much more accurate aid to diagnosis. Then we 
get information not only about the cervix but 
also about the uterus, adnexa, and rectum, and 
if carcinoma is present we can estimate the stage 
of the lesion as well. The stage of the disease 
must always be determined on the initial visit 
and the patient kept in the indicated category 
if we are to compare results later, though from 
a diagnostic point of view, the surgical findings 


are the most accurate. Joseph Hyde Pratt, M.D., | 


Carcinoma of the Cervix. Postgrad. Med., June 


1954. 
< > 


Some will never learn anything because they 
understand everything too soon. Blount. 


Mercy Hospital Institute 
of Radiation Therapy 


The Henry Schmitz Medical Group 


For Appointment 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General Oncology 
Henry L. Schmitz, M.D., Internal Medicine 

Janet Towne, M. D, 
Robert L. Schmitz, M.D., General Surgery 
beg Sheehan, M.D., Pathologist 
. Smith, M.D. 
Charles < ilbert, M.D., Internal Med 
William F. Cernock, "M. 


Medicine 
Fred W. on | Physicist 
Miss Hilda Waterson, R.N. 
Helen Hansen, Social Service 


Y THERAPY 
DEEP X-RAY THERAPY up to 1,000 E.V. 
RADIUM THERAPY 


Daily Consultation at Institute 
Tumor Clinic—Mercy Free Dispensary— 
a 

B. Murphy Auditorium — 


Do You Know ??? 
THE SPECIAL DISABILITY PLAN 


AVAILABLE TO MEMBERS OF 
THE ILLINOIS STATE MEDICAL 
SOCIETY 


Provides Bonofits up to. . 


$5000. ACCIDENTAL DEATH AND DISMEMBERMENT 


$100. PER WEEK FOR TOTAL LOSS OF TIME as 
the result of either Sickness or Accident. 

$15. DAILY HOSPITALIZATION for up to 90 days 
as the result of either Sickness or Accident. 


Plus... 


Optional 5 Year Sickness Coverage 
No reduction in benefits because of other 
insurance 
Full benefits to age 70 at same cost 
(All Benefits Subject to Provisions of the Policy) 


FOR ALL THE FACTS - - - 
Write or Telephone 


PARKER, ALESHIRE & COMPANY 
175 W. JACKSON BOULEVARD 
Chicago 4, Ill. WAbash 2-1011 
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Greater Comfort 
for the Hypertensive Patient 


Simpler Patient Management 


for the Physician 
Combination Therapy 


/ IN SINGLE TABLET FORM 


@ No instructions different for | 
each drug. . 

@ Dosage iat only by response to potent anti- 
hypertensive component... 

@ Potentiating action of Rauwiloid® produces full effi- 
cacy of potent drug from lower dosage . . . “ 

@ Fewer and less burdensome side actions because of © ~~ 

‘smaller doses needed. 


Rauwiloid® + Veriloid® Rauwiloid® + Hexamethonium 
Rauwiloid 1 mg. and Veriloid 3 mg. Rauwiloid 1 mg. and Hexamethonium 
IN A SINGLE TABLET Chloride Dihydrate 250 mg. 
Initial dosage, 1 tablet t.i.d., p.c. In INA SINGLE TABLET ~ 


retiring. In bottles of 100 slow-dissolving scored 
tablets. For cautions to be observed with hex- 
amethonium, a booklet is available on request. 


; LABORATORIES, INC., LOS ANGELES 48, CALIF 


bottles of 100, an average month’s supply. Initial dosage, ¥4 tablet q.i.d., before meals and on 
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Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


@ HOW THESE AMOUNTS 
WOULD HELP IN PAYING ESTATE TAXES IN 


CASE YOU ARE ACCIDENTALLY KILLED... 


. SPECIFIC BENEFITS atso ror toss OF SIGHT, 
&IMB OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


Over specialization 

How far specialization has developed and how 
absurd it may appear is well illustrated by an 
incident that occurred recently in a well known 
teaching institution (this came to my attention 
not through the usual medical channels but 
through a discussion group of Blue Shield ex- 
ecutive directors). In a discussion of the meth- 
od of division of the total fee when more than 
one surgeon was involved in a given operation, 
the following incident was given as an example 
of the problem: a general surgeon in a New 
England hospital had made a diagnosis of acute 
appendicitis but when the abdomen was opened 
it was found that the patient had an ovarian 
cyst with a twisted pedicle rather than appendi- 
citis. This condition fell within the field of 
gynecology. According to the rules of the hos- 
pital, the general surgeon was not allowed to 
do gynecologic operations. It was necessary to 
call in a gynecologist to remove the ovarian cyst. 
The surgeon was then permitted to remove the 
appendix and close the abdomen. This concept 
of specialization is difficult to justify but it is 
evidence of the degree of departmentalization 
that may occur under the conditions of special- 
ization as it is now known. Leland S. McKit- 
trick, M.D., Specialty Practice. New England 
J. Med., July 8, 1954. 


< > 
Recovery from lung cancer 


I think an important point to drive home is 
that the patient with lung cancer who is salva- 
ble is a patient who usually has a symptomless 
cancer and one without physical findings, who 


will have a demonstrable lesion on chest x-ray, 


and whose diagnosis can best be proved by ex- 
ploratory thoracotomy. I have never quite under- 
stood why we as a group have a different funda- 
mental concept about the cancer we have to look 
at in an x-ray and the one we can palpate with 
our fingers. I find that almost routinely, my 
senior students are willing to explore a breast 
for a palpable nodule but are unwilling to have 
an exploratory thoracotomy for a symptomless 
tumor they look at in an x-ray. It takes quite 
an effort to teach them that this is the proper 
procedure. Norman Wilson, M.D., The Harmful 
Effects of Tobacco. New York Med., May 5, 
1954. 
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a ie ; D a sic Obedrin offers the full anorexigenic value of 
neept @ P| Methamphetamine to curb the desire for food, 


d i t while counteracting mood depression. Patient co- 


ase 5 operation is made easier. 
cial- 
‘Kit- 
NERVOUS TENSION 
To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 
is VITAMIN DEFICIENCIES 
ae Obedrin tablets contain adequate amounts of 
at vitamins B, and B, to supplement the 60-10-70 
gow! Basic Diet, but not enough to stimulate the ap- 
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EXCESSIVE TISSUE FLUIDS 
sak Large doses of Ascorbic Acid aid in the mobiliza- 
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for CHILDREN with 
EDUCATIONAL and 
ADJUSTMENT 
PROBLEMS 


. a private resident school for children of 
average or superior intelligence whose psy- 
chological difficulties impair their learning 
abilities and school progress. 

. enrolling children from seven to fourteen 
years of age. Coeducational. Small classes. 
Remedial reading. Brochure on request. 


. . provides a program of education with 
psychotherapy. 


. out-patient psychiatric evaluation and consul- 
tation for children. 


ANN ARBOR SCHOOL 
A. H. Kambly M.D., Director 
411 First National Building Ann Arbor, Mich. 


Cooper Creme 


no finer name 
mn contraceptives 


active Ingredients: 
Trioxymethylene .04% 
Sodium Oleate 0.67% 


FREE. 


Whittaker Laboratories, Inc. Dept. 6 
Peekskill, New York 


e Please send: Full Size $1.50 Combination Package 
Free—Cooper Creme/Dosimeter. 
Name M.D. 
Address. 
City. Zone. State__ 
Whittaker Laboratories, Inc., Peekskill, New York 


Exposure to x-ray 

The etiology of leukemia remains a mystery, 
The only well known cause is that due to irradi- 
ation with x-rays. In radiologists, the incidence 
of leukemia is approximately eight times that 
in a comparable group of physicians in other 
specialties. Frequent and prolonged x-ray ex- 
posure with laxity in protection almost certainly 
favors leukemia. A single high dosage exposure 
of x-rays and gamma radiation may also produce 
leukemia, as shown by the studies following the 
atom bomb explosions in Hiroshima and Na- 
gasaki. Several causes for leukemia have been 
suggested. Among those which deserve the most 
serious consideration are chemicals such as 
benzene or carcinogenic hydrocarbons. The pos- 
sibility that over the years, humans are toxically 
exposed to these chemicals or their derivatives 
is suggested as an explanation for the increased 
incidence of leukemia. Kditorial, Control of 
Leukemia. J. M. Soc., New Jersey, July 1954. 

< > 


**Tem” in leukemia 

Triethylene melamine (TEM) has been most 
effective in the treatment of chronic leukemias 
and leucosarcomas. It is valuable in many cases 
of Hodgkin’s disease, chronic lymphocytic leu- 
kemia, chronic granulocytic leukemia, and lym- 
phosarcoma. It must be given with great caution 
and it should never be given in doses greater 
than 2.5 mg. A test dose is worthwhile because 
an occasional patient shows severe reactions, 
both generalized and hematologic. In the first 
course the dose should be no larger than 2.5 mg., 
given three times in the first week and twice in 
the second. The drug is always administered an 
hour before breakfast. Editorial, Control of Leu- 
kemia. J. M. Soc. New Jersey, July, 1954. 

< > 

The importance of the tuberculin test in the 
program for the elimination of tuberculosis can- 
not be overestimated. The percentage of positive 
tuberculin reactors is an indirect measure of the 
amount of undetected open tuberculosis in the 
community. The presence of a positive tubercu- 
lin test pinpoints the individuals which com- 
prise the group in which new active cases will 
develop. The discovery of a recent conversion 
from a negative to a positive tuberculin reaction 
means that there is a known or unknown active 
case among the converter’s associates. David T. 
Smith, M.D., J. School Health, Sept., 1954. 
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Income" for the members of 


the Illinois Medical Profession 
from the first day* of 
sickness or injury... 


NOW! Not for only 26 weeks 
— Not for only 52 weeks 


ut even for your entire lifetime 


House Confinement not required at any time 
Accidental loss of hands, feet or eyesight pays monthly benefits — 
not just a lump sum 


TAX FREE DOLLARS — Disability insurance income is not taxable. 
For example, $3600 disability insurance income is equivalent to 
about $5000 regular income 


EXTRA BENEFITS — Double monthly benefits while you are 
hospitalized payable for as long as three months 


Cash benefits for accidental death 


Double income benefits if disabled in specified travel accident named 
in the policy 


OTHER IMPORTANT FEATURES — Waiver of Premium Provision 
© Limited Commercial Air Line Passenger Coverage ® No Auto- 
matic Termination Age During Policy Period ® A Special Renewal- 
Agreement 


Covers most accidents from date of policy and most sickness origi- 
nating more than 30 days after date of policy, excepting those 
incurred while in military service of any country at war, or resulting 
from war, any act of war, suicide, attempted suicide, insanity, mental 
disease, certain foreign travel, any pre-existing condition or any 
hazard of aviation other than commercial air line passenger travel 


UNITED INSURANCE COMPANY, Life Disability Income Dept. | day of medical attention 

Bankers Building, 105 W. Adams St., Chicago, Illinois and as long as continuous 


would like more information about your lifetime disability ot medical 
income protection ‘ is 


ance continue 
| understand | will not be obligated 


Name Age 


Add 
ottech letterhead Mail coupon today while 
you are still healthy 
for January, 1955 71 
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North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 


ALCOHOLISM and DRUG ADDICTION 
Modern Metbods of Treatment 
MODERATE TES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 
SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 
a 225 Sheridan Road Winnetka 6-0211 
d 
Fluoride and bone 
Exposure to fluoride in drinking water was y 
er, studied for evidence of detrimental effects on 
6 skeletal calcification and bone development in 
a ICAL, 1 Prorecrive children. Three groups of children aged 7 
COMPANY through 14, living in Lubbock and Amarillo, R 
- Tex:, and Cumberland, Md., were selected on 
the basis of continuous exposure to their com- : 
0 


munal drinking waters, which contained fluoride 
in the amounts of 3.5 to 4.5 p.p.m. F, 3.3 to 6.2 = 
p.p.m. F, and 0.1 p.p.m. F, respectively. Radio- 
graphs were taken of the right hand and wrist 


ESSIONAL PROTECTION ff of 2,050 children. From these x-rays, the skeletal 4 
age was assessed and a quantitative index of 
id ossification was determined. No evidence, avail- Tr 
able by the radiographs, was obtained which bl 
would indicate that there was any adverse effect wl 
CHICAGO Office: on the carpal bones or on their growth and ew 
fe ane development as a consequence of the continuous de 
ne Mantel pre use of drinking water containing approximately 
aSERINGFIELD Office: 3.5 to 6.2 p.p.m. F. These results confirm the 
Tele elephone Springheld 4-2231 safety of maintaining the fluoride level of pub- va 
4 lie water supplies at about 1.00 p.p.m. F, by th 
controlled fluoridation, for the reduction of tooth wi | 
pu 
FAIRVIEW 
Sanitarium 
f DEVOTED TO THE ACTIVE TREATMENT OF 
‘ MENTAL and NERVOUS DISORDERS 
he Specializing in Psycho-Therapy, and Physiological therapies including: 
Electro-Shock © Insulin Shock 
@ Electro-Narcosis Carbon Dioxide Therapy 
: Out Patient Shock Therapy Available 
ALCOHOLISM Treated by Comprehensive Medical-Psychiatric Methods. 
; 2828 S. PRAIRIE AVENUE, CHICAGO 16 J. DENNIS FREUND, M. D., Medical Director 
a Phone Victory 2-1650 Registered by the American Medical Assn. 
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The NORBURY SANATORIUM 


INCORPORATED and LICENSED 


For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
HENRY A. DOLLEAR, M.D., Superintendent 
FRANK B. NORBURY, M.D., Associate Physician 


THE NORBURY SANATORIUM, Jacksonville, Illinois 


decay. H. Berton McCauley, D.D.S, and F. J. 
McClure, Ph.D., Effect of Fluoride in Drinking 
Water. Pub. Health Rep., July 1954. 
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Retrolental fibroplasia 


The incidence of retrolental fibroplasia seems 
to be increasing out of proportion to the in- 
creased number of premature infants who have 
survived. Owing to this disease, between 12 and 
15 per cent of all prematures weighing less than 
4 pounds at birth become blind. It is the prin- 
cipal cause of blindness in the preschool child. 
In this country, there are approximately 700 
blind babies a year as a result of this disease ; 
when all the proposed premature nurseries are 


- established, it is expected that this number will 


double or even triple. Because of this increasing 
incidence, speculation has arisen as to whether 
or not the condition is produced by one of the 
various therapeutic agents employed to combat 
the hazards of prematurity. Katherin Brokaw, 
M.D., and Irma Waldo, M.D., Retrolental Fibro- 
plasia. J. Am. W. Women’s A., June 1954. 
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DOCTOR! a approve the 
Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Hickory Hill 
Maple Hill Palatine 


Charming, healthful rural locations conveniently 

situated, 24 hour care by trained nurses and order- 

lies, tempting food and supervised diets all con- 

tribute to your patient's well-being or recovery. 
18 years of experience. 


ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 4661 


iS A UNIQUE REMEDY OF UNIQUE MERIT 
Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 
In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 

Prescribed by Thousands of Doctors 
GOLD PHARMACAL CO. 


NEW YORK CITY 
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The incidence is changing 


The past generation has witnessed radical 
changes in the relative prevalence of the various 
types of heart disease. Adequate data are not 
available from mortality statistics but the point 
is well illustrated by clinical statistics collected 
in New England in 1925 and in 1950 by Dr. 
Paul D. White. The figures show that the pro- 
portion of cases of heart disease due to rheu- 
matie fever has been cut in half during this 
quarter century, from approximately two-fifths 
to one-fifth of the total. At the same time, the 
proportion from coronary heart disease has more 
than doubled, from approximately one-fifth of 
the total to more than two-fifths. Relatively, the 
incidence of hypertensive heart disease has de- 
clined slightly, while the proportion of cases of 
syphilitic heart disease dropped to less than one- 
fourth of what it was 25 years ago. The Pattern 
of Heart Disease Mortality. Statistical Bull., 
Metropolitan Life Insurance Co., May 1954. 


Yellow urine 

A deep yellow color of the urine is found dur- 
ing vitamin B complex therapy and after inges- 
tion of large quantities of fruit (peaches). This 
urine characteristically has a slight suggestion 
of fluorescence. Robert Lich, Jr., M.D., Urine. 
J. Kentucky M.A., July 1954. 
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The outlook in tuberculosis 

Twenty years ago one of every five children 
admitted to the tuberculosis ward of Bellevue 
Hospital died of the disease, usually within a 
year. Most of these children were first diagnosed 
in the hospital because a tuberculin test was part 
of the examination on admission. Of those who 
were admitted with the diagnosis of tuberculosis, 
the great majority had originally been found by 
contact examinations or by tuberculin tests. The 
death rate in tuberculous children was unchanged 
until streptomycin became available late in 1946. 
Edith M. Lincoln, M.D., NTA Bull., March 
1954. 


Pyridoxine (B,) and Thiamine (B,) have 
proved more effective in combination 
than either alone in the prevention and 
treatment of the nausea and vomiting 
of pregnancy. GRAVIDOX, in both 
tablet and parenteral form, combines 
these vitamins, providing you with a 
nutritional approach to the problem. 
GRAVIDOX may also be useful for the 
prevention and relief of the nausea and 
vomiting associated with radiation sickness. 


GRAVIDOX* 


Pyridoxine-Thiamine Lederle 


For preventing and treating Hyperemesis Gravidarum 


Average dose: 5 to 12 tablets daily, in 


LEDERLE LABORATORIES DIVISION awenscaw Cyanamid company Pearl River, New York 


Each GRAVIDOX tablet contains: 
Thiamine HCI—20 mg., Pyridoxine 
HC1—20 mg. Each cc. of GRAVIDOX 
parenteral solution contains: Thiamine 
HC1—50 mg., Pyridoxine HCl— 
50 mg. 


divided doses, at times when vomiting 
is less likely to occur; or 1 cc. parenteral 
solution 2 or 3 times weekly. 


*REG. U. S. PAT. OFF. 
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VACANCIES IN MENTAL HOSPITALS: RESIDENTS IN PSYCHIATRY. 
Five year program consisting of three years in residency training and two 
years of employment in an Ill. mental hospital, qualifying for the examina- 
tion by the American Board of Psychiatry and Neurology in an approved 
mental hospital facility, eligible for licensure as a physician in JI]. Salary: 
$5,000 per year. CONTACT: Percival Bailey, M.D., Director, State 
Psychopathic Institute, 912 So., Wood St., Chicago, Illinois. 

VACANCIES IN MENTAL HOSPITALS:—PHYSICIANS: (3 levels) Physi- 
cian I, $380 to $550 mo., less maint; Physician II, $500-$600 mo, 
less maintenance; Physician III, $550 to $720 mo., less maint. Psychia- 
trist I, $500 to $660 mo., less maint.; Psychiatrist II, $600-$785 mo., 
less maint.; Psychiatrist III, $700 to $860 mo., less maint.; Phychiatrist 
IV. $660-$980 mo., less maint. CONTACT: Paul Hletko, M.D., Chief Medi- 
cal Officer, Department of Public Welfare, 160 No. LaSalle St., Chicago, Ill. 
WANTED: Retired woman missionary — licensed in Illinois would like 
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Pruritus Ani 

The results of this study reveal Efocaine® to 
be highly useful preparation for the management 
of pruritus ani. With careful adherence to mini- 
mal dosage as well as to technic, the injection 
of the drug is simple and may be readily done 
as an office procedure. The patient undergoes 
relatively little discomfort during the injection 
of the product and usually within a short time, 
he experiences dramatic relief from itching, 
which persists over a period of days. John Rk. 
O’Brien, M.D., Efocaine in Pruritus Ani. J. M. 
Soc. New Jersey, July, 1954. 
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Albert P: Ludin, M. D., Medical Director 
MENTAL-ALCOHOLIC-ADDICTED 
Rapid Intensive Treatment 


Registered A.M.A. ° Licensed State of Illinois 
Phone 2-3303 


New problems 

Technological advances that have helped in 
conquering many sources of infection have in 
turn created new environmental problems: oc- 
cupational and household hazards ; ionizing radi- 
ations ; stresses and strains of noise, speed, light, 
and crowded living; pollution of streams, lakes, 
and coastal waters by industrial wastes and 
chemical contamination; substances and meth- 
ods used in processing food; maintenance of 
increasingly complicated food handling equip- 
ment; substandard housing; sanitation in areas 
suffering from disaster; air pollution; and a 
host of others. Panel on Public Health Man- 
power to Meet Changing Health Needs. Pub. 
Health Rep., July 1954. 
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Moving to the suburbs 

Our suburbs are the fastest growing areas in 
the country. During the 1940-1950 decade, the 
population in communities bordering our larger 
cities increased by 7,200,000, or nearly two-fifths. 
This is more than three times the rate of growth 
within these cities and more than double that 
for the United States as a whole. Moreover, 
there are indications that population increase 
in suburban areas has been continuing unabated 
since 1950 and in fact may be proceeding at a 
record rate. Suburban Population Growth. Sta- 
tistical Bull., Metropolitan Life Insurance Co., 
July 1954. 


- Treating alcoholism and other problems of addiction. 
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